: 


UMASS/AMHERST 


3iaDbb  DZfiE  3757  5 


THE  ADOLESCENT  ASSESSMENT  CENTERS 
RESULTS  OF  AN  EVALUATION 


Prepared  by: 

Julia  Herskowitz,  Director 

Research,  Evaluation,  and  Planning  Unit 


\ 


■ 


"%rs 


Office  of  Professional  Services 

JAMES  L.  BELL,  Assistant  Commissioner 

Department  of  Social  Services 

MARIE  A.  MATAVA,  Commissioner 

Executive  Office  of  Human  Services 
PHILIP  W.  JOHNSTON,  Secretary 


December,  1987 


THE  DSS  ADOLESCENT  ASSESSMENT  CENTERS 
EVALUATION  RESULTS  -  DECEMBER,  1987 


INTRODUCTION 

In  response  to  a  growing  need  for  short-term,  secure  (but 
unlocked)  diagnostic  facilities  for  adolescents,  the  Department 
of  Social  Services  (DSS)  requested  proposals  for  such  programs  in 
FY85.  As  a  result,  five  small  (4-7  beds)  programs  are  now  provid- 
ing short-term  diagnostic,  assessment,  and  behavioral  stabi- 
lization services,  in  a  'staff-secure'  setting,  to  over  100 
adolescents  a  year.  There  is  one  assessment  center  in  Region  I- 
KEY;  three  in  Region  II  -  Prospect  House,  Bridge  of  Central  Mas- 
sachusetts, and  YOU,  Inc. ;  and  one  in  Region  VI  (Boston)  -  The 
Hayden  School.  It  is  anticipated  that  there  will  be  about  a  2  5% 
increase  in  these  and/or  new  programs  during  FY89. 

The  boys  and  girls  in  these  programs  are  referred  from 
either  a  court  or  DSS  area  office.  While  they  are  not  considered 
to  be  delinquent  or  appropriate  for  referral  to  the  Department  of 
Youth  Services,  they  are  in  need  of  an  environment  that  provides: 

•  constraints  to  prevent  running  away  and  abuse  of  self  or 
others ; 

•  intensive  assessment  services;  and 

•  behavioral  stabilization  to  prepare  a  youth  for  a  longer 
term  placement. 

The  evaluation  team's  overall  impression  of  the  programs  was 
very  positive.  While  we  found  areas  needing  improvement,  these 
programs  appear  to  have  had  considerable  success  in  accomplishing 
what  they  were  set  up  and  set  out  to  do:  within  three  months, 
conduct  a  rigorous  evaluation  of  each  resident,  stabilize  their 
behavior,  and  plan  and  prepare  the  resident  for  a  longer  term 
placement  or  return  home. 


In  anticipation  of  a  possible  expansion  of  these  services,  a 
group  of  ten  regional  and  central  office  DSS  staff  conducted  site 
visits  and  interviews  at  all  five  programs  during  the  summer  of 
1987.  [See  Appendices  A (evaluation  staff)  and  B( interview 
schedules)].  Two  people  visited  each  site.  Interviews  were  con- 
ducted with  Administrative  and  Clinical  Directors,  child  care 
staff,  residents,  DSS  social  workers,  who  had  past  or  current 
referrals  to  the  programs,  and  in  some  cases,  the  Chair  of  the 
Board  of  Directors.  In  addition,  we  spoke  with  groups  of  regional 
program  managers  and  the  provider  agencies1  executive  and  program 
directors. 

The  Administrative  (Executive)  Director  is  the  head  ad- 
ministrator of  the  agency,  in  all  cases  a  private  non-profit  cor- 
poration, that  houses  the  assessment  center  program.  For  Hayden, 
the  Administrative  Director  is  the  head  of  Hayden  School,  a  sub- 
agency  of  a  much  larger  agency,  Morgan  Memorial-Goodwill  In- 
dustries (MMGI) . 

The  program  directors  (or  "program  coordinator"  or  "clinical 
director")  were  directly  responsible  for  the  direction  and  super- 
vision of  the  adolescent  assessment  programs.  They  supervised  the 
child  care,  assessment,  and  educational  supervisors  and  reported 
to  the  Administrative  Director  or  his/her  immediate  designee.  Be- 
cause the  programs  are  so  small,  they  also  had  a  significant 
amount  of  contact  with  other  staff  and  the  residents. 

Of  the  seven  direct  care  staff  interviewed  by  the  evaluation 
team,  five  were  in  supervisory  positions  at  the  time  of  the 
interviews;  all  but  one  employee  had  been  at  their  respective 
agencies  for  over  a  year. 

Six  DSS  social  workers  were  surveyed  as  to  their  experiences 
with  the  diagnostic  adolescent  assessment  centers.   One  worker 
was  from  Region  I,  three  workers  were  from  Region  II,  one  was 
from  Region  V  and  one  was  from  Region  VI.  (N.B.  Referrals  come 
predominantly  from  Worcester  and  Boston.)  In  total,  these  workers 
had  referred  twenty-three  adolescents  to  the  centers,  of  whom 
twelve  had  been  placed. 

Five  residents  were  interviewed.  One  had  been  in  residence 
about  seven  weeks;  two  youths  had  been  in  their  programs  for  nine 


to  ten  weeks;  one  had  nearly  completed  the  90-day  cycle;  and  the 
fifth  had  been  in  residence  at  the  program  for  sevens  months  due 
to  a  court  order  that  forced  her  retention  at  the  assessment  cen- 
ter until  Everett  House  had  a  secure  long-term  bed  available. 

In  addition,  a  sample  of  case  records  was  examined  at  each 
site  (see  Appendix  C) . 

The  goal  of  the  evaluation  was  not  to  measure  and  compare 
the  client  outcomes  of  each  program,  but  to  assess  if  the  service 
system  was  doing  what  it  was  set  up  to  do  and  how  well.  The 
report  that  follows  will  focus  mostly  on  the  programs'  strengths, 
the  programmatic  variations  in  service  approach  and  implementa- 
tion, and  problems  that  have  been  raised  by  either  program  per- 
sonnel, DSS  social  workers,  or  evaluators. 


PROGRAM  HISTORIES.  PHILOSOPHIES.  AND  GOALS 

History.  The  five  assessment  centers  were  developed  in  response 
to  a  DSS  RFP.  Three  of  the  programs  began  in  the  spring  of  1985, 
one  in  July  of  1985,  and  one  a  year  later.  One  of  the  earlier- 
start  programs,  ill  prepared  for  handling  the  severity  of 
symptoms  presented  by  the  referred  children,  closed  (temporarily) 
after  nine  months,  reopening  in  July  of  198  6. 

All  five  operate  within  the  same  constraints:  no  right  to 
refuse  a  referral  (although  one  program  claims  to  do  some 
screening)  and  a  maximum  stay  of  90  days,  with  a  recommendation 
and  plan  for  subsequent  placement  to  be  prepared  by  day  45.  Cen- 
ters are  staff -secure,  that  is  there  is  intensive  staff  supervi- 
sion of  all  residents,  but  the  facility  is  not  locked  from  the 
inside. 

The  assessment  centers  are  programs  within  larger  service 
systems  and  it  is  unlikely  that  this  type  of  program  could  have 
been  started  independently  of  other  resources.  Each  larger 
provider,  however,  has  a  somewhat  different  focus.  The  Hayden 
School,  which  runs  a  residential  adolescent  treatment  program, 
and  a  school  and  residence  for  deaf  adolescents,  reports  that  it 
was  already  carrying  out  the  diagnostic  services  prior  to  1985, 


but  without  the  necessary  resources  to  do  it  fully.  Hayden 
School,  in  Boston,  is  part  of  Morgan  Memorial-Goodwill  In- 
dustries, a  national  organization.  It  began  as  a  home  for  or- 
phaned and  abandoned  boys  during  the  depression. 

Prospect  House  began  as  a  grass  roots  organization  in  Wor- 
cester, in  1967,  in  response  to  neighborhood  needs.  It  is  now  a 
multiservice  organization  with  other  residential  and  service  com- 
ponents besides  the  assessment  center. 

KEY  runs  a  whole  range  of  adolescent  services,  including 
residential  programs,  in  western  Massachusetts;  it  sees  the 
assessment  center  as  one  part  of  a  continuum  and  may  be  the 
program  that  is  most  strongly  oriented  to  a  geographic  region. 

Bridge  of  Central  Massachusetts  was  started  by  the 
Westborough  Human  Rights  Council  in  1972.  It  first  set  up  a  DYS- 
funded  group  home,  then  a  DSS-funded,  specialized  foster  care 
program,  followed  by  the  Norton  St.  Group  Home  in  1978.  The 
assessment  center  program  began  at  Norton  St.  in  1985. 

Youth  Opportunities  Unlimited  (YOU,  Inc.)  was  begun  in  1970 
by  a  group  of  concerned  citizens  wanting  to  work  with  court- 
involved  youth  in  the  Worcester  area.  Since  the  start  of  the  In- 
tensive Adolescent  Probation  Program,  other  programs  have  also 
developed:  the  Hispanic  Services  Program,  the  Court  Volunteer 
Program,  and  the  Foster  Care  Program.  YOU,  Inc.  has  been  operat- 
ing a  diagnostic  shelter  program  since  1970. 

Most  changes  in  the  adolescent  assessment  centers '  programs 
since  their  inception  have  been  in  regard  to  increasing  their 
diversity  of  evaluation  services  and  small  increases  in  bed 
capacity.  Some  of  the  increased  diversity  has  come  from  improved 
staff  training  and  some  from  new  staff  and  consultant  resources. 
Improvements  in  the  programs  have  come  rapidly,  possibly  in 
response  to  the  extraordinarily  difficult  behaviors  the  clients 
exhibit  and  the  pressure  these  must  exert  on  increasing  the 
provision  of  strong  and  diverse  staff  resources. 

Three  of  the  programs  are  operating  under  regular  OFC 
licenses  and  two  have  provisional  licenses. 


Client  Demographics.  The  residents  are  boys  and  girls  between 
fourteen  and  seventeen  years  of  age,  although  one  program  reports 
a  few  referrals  as  young  as  twelve.  Two  of  the  programs  are  co-ed 
(KEY  and  YOU,  Inc.),  two  are  girls  only  (Prospect  House  and 
Bridge) ,  and  one  is  for  boys  (Hayden) .  The  children  are  from 
black,  white,  and  Latino  homes  and  two  of  the  programs  emphasize 
minority  and  multilingual  staff  hiring.  All  directors  report  that 
a  majority  of  their  referrals  come  from  single  parent  households; 
most  of  these  adolescents  also  come  from  low  income  families. 

Presenting  Problems.  The  adolescents  who  enter  the  assessment 
center  programs  are  described  similarly  by  all  program  directors. 
They  have  histories  of  truancy,  learning  disabilities,  other 
school  problems,  sexual  abuse,  aggression,  depression,  attempted 
suicide,  and/or  previous  placements  and  program  failures.  They 
are  usually  court-involved,  'runners, '  adjudicated  CHINS,  and 
have  been  involved  with  one  or  more  state  agencies  -  DYS,  DMH, 
DSS  -  or  other  private  service  providers  as  well.  There  has  been 
a  family  history  of  crises,  conflicts,  dysfunction,  and  ineffec- 
tive parenting,  physical  and  emotional  neglect,  physical  and 
sexual  abuse,  and  drug  and  alcohol  abuse  (family  and/or  child) . 

According  to  the  residents,  the  reasons  they  were  placed  in 
the  centers  included  the  following:  truancy;  physical  fights  with 
a  caretaker;  assaultive  behavior  toward  a  teacher;  running  away; 
family  conflicts;  and  heavy  drug  use.  Three  residents  had  lived 
at  home  immediately  prior  to  their  current  placement;  one  had 
resided  at  You,  Inc. ;  and  another  had  been  in  jail  and  on-the- 
streets. 

There  is  a  high  prevalence  of  sexually  transmitted  diseases 
and  girls  entering  the  program  are  sometimes  pregnant.  Although 
the  residents  were  described  as  entering  the  program  having  poor 
health  and  hygiene  habits,  they  are  also  described  as  basically 
healthy,  a  not  unusual  combination  for  adolescents. 

Program  Philosophy.  The  philosophical  approach  to  treatment 
varies  among  the  programs  and  is  very  much  conditioned  by  the 
history  and  philosophy  of  the  parent  organization;  the  program 


services,  however,  are  very  similar.  For  example,  Prospect  House, 
with  its  roots  in  the  community,  is  more  oriented  toward  self- 
help,  formation  of  trusting  relationships  with  staff  and  volun- 
teers, and  drawing  on  the  community's  human  resources.  Some  staff 
at  YOU,  Inc.,  stress  the  voluntary  nature  of  the  therapeutic 
relationship  and  put  more  reliance  on  staff-adolescent  interac- 
tions and  relationships  to  prevent  running  away;  two  programs 
prefer  out-of-area  referrals  to  increase  security. 

For  the  most  part,  the  Program  Directors  could  articulate  a 
clear,  well  thought  out  philosophy  of  why  and  how  their  programs 
were  set  up  the  way  they  were  and  why  they  'worked. •  The  programs 
that  paid  the  most  attention  to  training  and  orientation  of  staff 
and  to  the  use  of  written  policies  and  procedures  were  the  ones 
that  were  described  most  strongly  in  terms  of  an  underlying 
philosophy  and  had  the  clearest  goals  for  residents'  outcomes. 
The  program  directors  described  programs  that  operate  similarly 
in  that  they  concentrate  on  behavioral  stabilization,  diagnostic 
assessments,  and  placement  planning.  The  philosophical  dif- 
ferences were  demonstrated  by  how  the  directors  viewed  the 
client,  what  ancillary  services  were  provided,  and  in  the 
problems  they  identified  in  both  the  programs  and  the  system. 

Program  Goals.  Although  one  of  the  five  programs  is  a  mixed 
residence  for  90-day  assessment (4  beds),  30-day  diagnosis  and/or 
30-day  emergency  shelter (8  beds  total) ,  the  others  are  single 
purpose.  In  all  cases,  the  primary  program  goals  are  to: 

•  stabilize  the  youth's  behavior,  preferably  within  a  week 
or  two; 

•  complete  a  set  of  medical,  behavioral,  psychological, 
family,  environmental,  and  educational  evaluations  within 
the  following  4  -6  weeks; 

•  complete  the  basic  assessments  by  4  5  days; 


•  complete  other,  client-specific  assessments  that  may  be 
necessary  -  psychiatric,  neurological,  medical  and  dental, 
vocational,  occupational,  etc.; 

•  at  4  5  days,  make  a  recommendation  to  DSS  for  the  placement 
of  the  child  at  the  end  of  90  days  (It  is  up  to  DSS  to  lo- 
cate an  appropriate  placement.)/'  and 

•  at  90  days,  to  discharge  the  resident  to  the  planned 
placement. 

The  period  between  45  and  90  days  is  used  to  complete  any 
outstanding  diagnostic  work,  work  through  short-term  issues,  sup- 
port and  expand  the  stabilization  of  behavior  that  has  already 
occurred,  and  generally  prepare  the  child  for  the  ongoing  inter- 
vention that  will  occur  when  s/he  leaves  the  program.  Additional 
services,  beyond  the  core  group  described  above,  very  con- 
siderably between  programs.  (See  Services,  p.  19.) 

The  DSS  workers  interviewed  were  well  aware  of  the 
programs'  goals  and  stated  they  felt  they  were  met  adequately. 


POLICIES  AND  PROCEDURES 

Capacity.  The  assessment  center  programs  are  necessarily  small. 
They  range  from  four  beds  at  KEY  and  YOU,  Inc.  to  seven  at 
Hayden.  The  beds  are  filled  virtually  all  the  time;  a  bed  may 
remain  unfilled  for  a  day  or  two,  but  reserved,  while  awaiting 
arrival  of  a  referred  child.  The  five  programs  together  can  serve 
about  120  youth  in  a  twelve  month  period. 

Executive  Directors  all  report  that  the  90  day  limit  is  ad- 
hered to  rigorously.  Exceptions  are  made  under  two  circumstances: 
a  judge  orders  that  the  program  retain  a  particular  resident  un- 
til a  court-designated  placement  is  available;  or  the  adolescent 
stays  up  to  an  additional  two  weeks  when  a  placement  has  been  ar- 
ranged, but  is  not  yet  open.  According  to  the  Clinical  Directors, 
and  verified  by  the  staff  and  case  records,  three  of  the  programs 
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adhere  strictly  to  the  90  day  limit.  If  the  resident  can  go  to  a 
vacancy  in  the  desired  placement  program  or  if  no  placement  has 
been  located,  the  resident  leaves  at  90  days.  If  the  placement  is 
available,  but  there  is  a  waiting  time  of  less  than  two  weeks, 
the  youth  can  stay  at  the  assessment  center  for  that  period  in 
most  cases.  For  the  other  two  programs,  clients  more  frequently 
stay  beyond  the  90  days  for  less  definite  periods,  while  a  place- 
ment is  being  located. 

Referrals.   All  five  programs  must  accept  a  referral  when  it  is 
made  by  DSS.  The  referrals  originate  in  the  courts  or  at  a  DSS 
area  office  and  are  channeled  through  the  Deputy  Commissioner's 
office  at  DSS.  It  is  the  Deputy's  office  that  manages  the  waiting 
list,  and  makes  the  final  decision  on  whom  to  refer  where. 

The  DSS  workers  interviewed  reported  that  the  length  of  time 
between  area  referrals  and  placement  ranged  from  six  weeks  to 
four  months.  Referrals  to  two  of  the  programs  were  at  the  lower 
end  of  this  range,  and  two  at  the  upper.  Court  referrals  move 
more  quickly. 

The  criteria  used  by  the  interviewed  social  workers,  to 
identify  adolescents  appropriate  for  referral,  were  not  clearly 
defined.  Social  workers  offered  reasons  for  referral  like:  court- 
ordered  placements  were  the  more  important  cases  to  refer;  that 
the  adolescents  were  assessed  on  a  case  by  case  basis;  or  that  it 
was  a  judgment  call.  Four  of  the  five  social  workers  did  utilize 
some  form  of  case  conference  and  approval  process  in  referring 
clients.  Three  conferenced  the  case  with  and  obtained  approval 
from  their  supervisors  and  their  area  program  manager  or  area 
director.  The  other  'discussed'  the  case  with  his/her  supervisor 
and  the  probation  officer. 

Four  of  the  five  social  workers  reported  that  they  referred 
the  case  (from  the  Area  Office)  to  a  Regional  'gatekeeper'  who, 
in  turn,  referred  the  case  to  Central  Office.  The  other  social 
worker  referred  directly  to  Central  Office  and  followed  up  with 
weekly  phone  calls.  Notification  of  placement  availability  fol- 
lowed a  different  procedure  for  each  of  the  five  workers. 


DSS  staff  and  the  program  administrators  are  somewhat 
frustrated  by  the  number  of  court  referrals.  The  programs  have 
had  different  experiences  with  the  appropriateness  of  court 
referrals.  Some  programs  were  being  referred  youth  who  needed 
'holding'  not  assessment.  Sometimes,  the  child  had  been  through  a 
similar  diagnostic  program  before,  but  was  referred  again  because 
of  the  lack  of  an  available,  appropriate  placement.   Programs 
also  report  they  have  received  occasional  referrals  of  clinically 
inappropriate  placements,  children  who  needed  hospitalization  or 
alternatively,  children  who  needed  far  less  restrictive  settings. 
Directors  all  say  they  have  received  at  least  an  occasional,  in- 
appropriate referral;  some  report  they  have  received  several,  a 
matter  of  concern  because  of  the  limited  availability  of  place- 
ments and  their  high  cost. 

Case  Policies.  All  but  one  of  the  programs  have  documented 
policies  and  procedures  concerning  both  the  phases  of  case 
management  and  specific  aspects  of  case  handling  like  restraint, 
medications,  rewards (points) ,  and  punishments  (e.g.,  times  out, 
quiet  rooms,  restricted  activities) .  The  fifth  program  relies  on 
less  formal  communication  of  policy,  and  is,  as  a  result,  less 
consistent  in  its  approach.  At  a  minimum,  the  written  policies 
and  procedures,  in  the  four  programs  that  have  them,  cover:  in- 
take process,  assessment  procedures,  case  planning,  behavior 
management  procedures,  staff  secure  process.  Only  two  have  writ- 
ten procedures  for  discharge  and  coordination  with  DSS.  (See  dis- 
cussion of  coordination  issues,  p.  17.) 

Staff  Rules.  Four  of  the  five  programs  have  staff  manuals  that 
include  guidelines  on  staff  behavior.  These  include,  at  minimum, 
procedures  to  be  used  regarding  physical  restraint,  searches  of 
residents,  requirements  about  staff  supervision  of  residents,  use 
of  matches,  first  aid,  administration  of  medications,  and  what 
incidents  or  procedures  need  to  be  logged  and  where. 

Resident  Rules.  In  all  programs,  a  new  resident  is  presented  with 
the  house  rules  at  intake.  In  four  of  the  five  programs,  these 
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are  also  given  out  in  writing;  in  some  programs,  the  youth's 
cooperation  is  further  elicited  by  having  him/her  sign  a  contract 
to  abide  by  the  rules.  In  all  cases,  the  rules  basically  put 
limits  on  the  youth's  behavior  and  violations  of  the  rules  result 
in  restrictions,  increased  chores,  or  denial  of  privileges.  In 
the  more  serious  infractions  -  violent  behavior,  possession  of 
drugs  or  weapons,  destruction  of  property,  running  away  -  a  resi- 
dent may  also  be  restricted  to  his/her  room,  the  unit,  or  the 
building  for  a  period  of  time.  In  all  programs,  rules  are 
defined,  are  quite  inflexible,  and  are  an  integral  part  of  the 
stabilization  and  short-term  treatment  process.  Residents  with 
whom  we  spoke  clearly  knew  what  happened  when  a  House  rule  was 
broken,  and  cited  specific  disciplinary  actions  which  were  taken 
by  staff. 

Discipline  and  Restraint.  All  five  programs  purposely  create  a 
highly  structured  environment  for  the  residents.  This  is  con- 
sidered essential  in  the  development  of  residents'  feelings  of 
safety  and  self-control.  Part  of  this  environment  is  the  use  of 
rules  covering  most  of  the  activities  of  the  resident,  from 
routine  health  and  hygiene  to  interactions  with  staff  and  other 
residents.  Residents  receive  explanations  of  the  rules  verbally 
and  in  writing.  For  children  who  have  had  few  limits  placed  on 
their  behavior  and  probably  less  guidance,  this  highly  structured 
milieu  can  create  a  dramatic  shift  in  behavior.  In  four  of  the 
five  programs,  points  are  earned  for  adhering  to  the  rules  and 
for  appropriate  behavior;  points  are  lost  for  infractions. 
Privileges  -  out  of  the  ordinary  activities,  foods,  etc.  -  are 
gained  as  points  are  earned.  They  are  not  gained  if  points  are 
lost  more  often  than  gained.  This  modification  of  behavior,  a  la 
B.  F.  Skinner,  is  used  in  the  four  programs  routinely  and  some- 
times in  the  fifth  for  children  fourteen  or  younger. 

Physical  restraint  is  the  technique  of  last  resort  and  is 
used  in  four  of  the  five  programs  when  a  youth  becomes  self- 
abusive,  physically  abusive  of  others,  and  in  three  of  the 
programs  when  running  away  is  an  issue.  In  no  case  are  mechanical 
restraints  used.  Staff  are  trained  to  intervene  in  a  way  that 
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neither  they  nor  the  resident  will  be  hurt.  One  program  does  not 
stop  running  except  by  relying  on  talking  a  youth  out  of  it. 
(When  this  program  has  a  chronic  runner  referred,  they  ask  that 
s/he  be  transferred  to  another,  more  secure  program.) 

'Time-Out'  is  also  used  throughout  the  system.  It  is  a  way 
of  keeping  a  disruption  from  'spreading'  to  the  other  residents, 
as  well  as  to  provide  for  cooling  off  and  a  chance  for  one-on-one 
staff  intervention  with  a  youth  out  of  control .  Depending  in  part 
on  the  physical  space  available,  a  time-out  room  may  be  a  special 
room,  the  youth's  room,  a  counseling  room,  or  any  available, 
physically  separated  space. 

Running  Awav.  The  assessment  centers  are  'staff  secure' 
facilities,  that  is,  they  are  not  locked  (as  a  DYS  facility  is) , 
but  are  required  to  have  enough  trained  staff  to  provide  constant 
supervision  and  prevent  running.  This  is  clearly  the  case  in  four 
programs.  The  fifth  director  talked  of  a  secure  building  with  an 
alarm  system  and  the  site  evaluator  believed  it  to  be  a  locked 
facility. 

Running  attempts,  at  least  initially,  are  treated  similarly 
throughout  in  that  the  adolescent  is  confined  to  his/her  room  or 
the  unit  for  a  specified  period.  Additional  approaches  vary  from 
counseling  to  confiscation  of  outside  clothing. 

If  a  youth  runs  away,  all  programs  use  similar  procedures 
for  notification  of  the  family,  DSS,  police,  and  the  facility  if 
the  child  or  group  were  away  from  the  building.  All  programs  have 
staff  search  for  runaways  in  the  immediate  area  and/or  where  they 
have  reason  to  believe  s/he  ran.  Most  programs  report  that  run- 
ning has  become  less  of  a  problem  as  they  have  gained  more  exper- 
tise in  its  prevention. 


PROGRAM  STRUCTURE  AND  ORGANIZATION 

Administration  and  Staffing.  As  described  above,  all  five 
programs  are  in  agencies  offering  other  services.  Each  agency  is 
headed  by  an  administrative  or  executive  director;  additionally, 
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each  adolescent  assessment  center  is  headed  by  its  own,  full-time 
program  director.  [In  one  program,  this  is  the  clinical  super- 
visor. ]  The  program  director  may  report  directly  to  the  executive 
director  or  to  a  deputy  in  some  of  the  larger  agencies. 

All  but  one  of  the  five  Program  Directors  hold  Masters  de- 
grees in  social  work,  education,  or  rehabilitation,  and  all  five 
had  extensive  work  experience  in  these  and/or  other  similar 
programs  before  taking  these  positions.  They  have  overall  super- 
visory responsibility  for  all  aspects  of  direct  care  services, 
residential  management,  and  record  keeping.  They  usually  play 
only  a  consultative  role  in  the  administration  of  the  agency, 
with  the  exception  of  making  hiring  decisions  for  program  staff. 

There  is  a  great  deal  of  variation  in  the  professional 
levels  of  the  other  supervisory  staff.  At  least  three  of  the 
programs  have  some  full-time  staff  with  clinical  degrees  perform- 
ing such  jobs  as  'assessment  coordinator, '  'clinical  supervisor, • 
or  'special  education  teacher.'  Most  child  care  staff  are 
bachelor-level  and  less  experienced.  Several  directors  stated 
that  qualified  staff  are  difficult  to  find  and/or  keep  both  be- 
cause of  low  salaries  and  the  demanding  nature  of  the  job.  The 
high  turnover  rates,  combined  with  long  periods  of  time  to  find 
replacements,  puts  additional  strains  on  remaining  staff,  thereby 
adding  to  the  already  apparent  burnout  problem.  One  agency  claims 
they  are  running  a  deficit  because  they  found  they  had  to  in- 
crease salaries  for  counselors  beyond  the  contracted  reimburse- 
ment rate,  simply  to  find  employees.  At  the  same  agency,  the 
program  director  has  also  had  to  assume  the  assessment 
coordinator's  crucial  job  for  extended  periods  twice  since  she 
assumed  her  present  position  (nine  months  ago) .  It  is  a  situation 
that  not  only  increases  one  person's  workload  too  much,  but  also 
leads  to  postponing  changes  and  improvements.  Variations  of  these 
staffing  problems  are  repeated  throughout  most  of  the  system. 

Except  for  one  of  the  child  care  workers,  the  other  program 
staff  interviewed  had  two  or  more  years  of  experience  in  the 
human  services  field.  Two  of  the  seven  people  interviewed  held  a 
Masters  in  Counseling;  four  had  Bachelor-level  degrees,  in 
Criminal  Justice,  Rehabilitation  Counseling,  Psychology,  and 
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Religious  Studies/Languages;  and  one  staff  person  had  completed  2 
1/2  years  of  college.  The  staff  person  without  a  Bachelors  was  a 
night  shift  supervisor  with  seven  years  of  child  care-related  ex- 
perience, two  of  them  at  the  agency. 

Except  for  YOU,  Inc. ,  where  there  are  three  programs  in  the 
same  unit,  the  program  directors  and  principal  direct  care  staff 
are  all  full-time  in  the  assessment  centers.  In  the  case  of  YOU, 
Inc.,  the  director  and  the  direct  care  staff  all  work  with  the 
assessment,  emergency  shelter,  and  short-term  diagnostic  resi- 
dents. Some  specialized  clinical  staff,  and  staff  and/or  ad- 
ministrators with  fiscal,  personnel,  or  other  non-programmatic 
functions  are  shared  across  programs  within  the  agencies. 

All  five  program  directors  have  general  supervisory  respon- 
sibility for  the  entire  program  and  provide  clinical  supervision 
to  one  or  more  intermediate  supervisors  as  well.  In  the  Hayden 
School,  an  agency  Clinical  Director  also  provides  clinical  super- 
vision, weekly,  to  the  Program  Coordinator  (Program  Director) , 
and  at  Prospect  House,  the  Deputy  Director  fills  a  similar  role. 
All  programs  have  day  and  night-time  supervisors  of  child  care 
staff.  Some  also  have  head  teachers,  assessment  coordinators,  and 
other  more  specialized  supervisory  positions.  These  supervisors 
may  supervise  one  or  two  people  directly  but  are  more  likely  to 
be  providing  less  direct  and  specialized,  clinical  supervision  to 
other  direct  care  staff. 

One  of  the  programs  has  no  minority  staff,  two  have  a  small 
proportion,  and  the  other  two  have  significant  or  predominantly 
minority  staffs.  Three  of  the  programs  have  formal  affirmative 
action  plans.  Even  at  Prospect  House,  where  the  entire  array  of 
programs  has  been  historically  targeted  to  minority  groups,  the 
assessment  center  residents  are  predominantly  white,  possibly  due 
to  the  high  referral  rate  from  the  Worcester  courts. 

Staff  Training.  Staff  training  on  program  philosophy  and  goals  is 
highly  variable.  Two  report  that  they  schedule  periodic  training 
sessions  for  all  new  staff,  from  clerks  to  directors  in  order  to 
assure  a  consistent  approach  throughout.  Two  other  programs 
provide  an  extensive  handbook  to  all  new  employees,  but  do  not 
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have  an  extensive  training  program.  The  fifth  program  relies  on 
supervisory  staff  to  train  new  employees.  The  interviews  indi- 
cated that  a  secondary  consequence  of  all  staff  receiving  formal 
training  and/or  written  materials  about  the  philosophy  and  goals 
of  the  program  is  a  greater  cohesiveness  and  commitment  by  staff. 

All  five  programs  offer  training  around  specific  issues  to 
at  least  direct  service  staff  -  use  of  physical  restraint,  how  to 
defuse  potentially  disruptive  situations,  first  aid,  treatment 
topics,  in-house  services  specific  to  a  program  (e.g.,  bioener- 
getics  at  Hayden) .  The  frequency  and  formality  of  the  training 
sessions,  participation  in  training  sessions  presented  by  the 
larger  organization,  and  the  use  of  outside  trainers  on  special 
topics  varies  considerably. 

Several  of  the  staff  interviewed  presented  views  of  the 
orientation  and  training  process  that  differed  from  those 
described  by  the  Administrators.  At  the  one  program  that  was 
characterized  by  the  Executive  Director  as  lacking  formal  train- 
ing or  written  guidelines,  both  staff  interviewed  reported  having 
received  both!  (In  this  case,  there  may  have  been  confusion  over 
the  source  of  the  training  -  the  agency  or  the  program.)  In  one 
program,  where  training  is  described  as  formalized,  universal, 
and  periodic,  the  staff  person  interviewed  reported  he  had 
received  no  formal  training  and  complained  of  the  lack  of  struc- 
ture in  the  program.  It  would  seem  that  either  attendance  at 
orientation  and  training  sessions  is  haphazard  in  some  cases  or 
although  scheduled,  such  training  is  not  always  carried  out.  In 
some  cases  of  longer-term  employees,  formal  training  programs  may 
have  been  developed  after  they  were  hired. 

Supervision.  All  but  one  staff  person  interviewed  described 
receiving  regular,  formal  supervision,  both  individual  and  group. 
The  seventh  said  there  was  weekly  supervision  when  first  hired, 
but  now  only  on  an  as-needed  basis.  A  second  (newer)  employee  at 
the  same  agency  reported  both  individual  and  group  supervision  on 
a  weekly  basis. 

Supervisory  staff  that  were  interviewed  described  their  job 
responsibilities  as  varied  and  extensive.  In  all  cases,  they  are 
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providing  some  direct  clinical  services  as  well  as  supervising 
staff.  For  the  majority,  their  responsibilities  extend  to 
residential  management  as  well. 

The  non-supervisory  staff  describe  themselves  as  counselors, 
monitors  of  resident  health  and  safety,  and  primary 
facilitators/enforcers  of  schedules  and  rules;  they  were  the  only 
staff  interviewed  to  mention  communication  with  the  DSS  social 
worker  as  a  job  duty.  They  also  do  most  of  the  daily  case  and  in- 
cident recordings,  although  supervisory  staff  have  responsibility 
for  oversight. 

Emergency  Procedures.  All  staff  were  aware  of  medical  and 
psychiatric  emergency  procedures  and  all  programs  had  particular 
hospitals  targeted  for  emergency  treatment.  In  one  case,  there  is 
a  psychiatric  consultant  on  call  who  can  go  to  the  hospital  emer- 
gency room.  In  three  programs,  different  hospitals  are  used  for 
psychiatric  and  medical  crises.  DSS  social  workers  confirmed  the 
adequacy  of  the  emergency  procedures  and  the  abilities  of  the 
program  staffs  to  handle  them. 

Job  Satisfaction.  Six  of  the  seven  program  staff  interviewed 
stressed  that  their  primary  job  satisfaction  was  derived  from 
their  direct  contact  and  clinical  intervention  with  the  resi- 
dents. They  respond  to  the  adolescents'  change  in  behavior,  sta- 
bilization, and  increasing  self  knowledge.  They  are  'seeing  the 
results'  of  their  efforts.  The  seventh  person  interviewed  had 
primary  responsibility  for  placement,  discharge,  and  follow-up 
functions.  She  describes  her  job  satisfaction  as  deriving  from 
'liking  kids,*  but  also  from  the  program  development  aspects  of 
her  position  -  visiting  other  residential  facilities,  follow-up 
visits  to  discharged  residents,  developing  a  placement  resource 
directory. 

Dissatisfactions  break  down  into  two  groups:  those  concerned 
with  job  environment  and  those  related  to  outcomes  for  the  resi- 
dents. The  environmental  complaints  are  mostly  related  to  long 
hours  and  the  related  problem  of  compensating  for  unfilled  posi- 
tions. There  was  general  agreement  that  the  high  physical  and  in- 
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tense  emotional  demands  of  the  job  make  it  difficult  to  attract 
employees  (and  possibly  to  keep  them) .  They  did  not  mention  the 
problem  of  low  salaries.  One  employee  also  said  he  didn't  like 
the  role  of  being  the  "heavy." 

The  second  job-related  dissatisfaction  seems  to  be  derived 
from  a  feeling  of  not  seeing  a  satisfactory  outcome  of  their  (and 
the  residents')  hard  work.  Unsatisfactory  outcomes  may  be  due  to 
client  or  system  'failure.'  For  various  reasons  -  psychiatric, 
behavioral,  or  historical  -  a  youth  may  not  respond  with  in- 
creased behavioral  stability  that  enables  him/her  to  make  the 
transition  to  a  less  restrictive  placement.  S/he  may  simply  be 
beyond  the  capacity  of  the  staff  or  program  or  the  staff  and 
program  have  not  been  able  to  'get  through. • 

System  failures  are,  if  anything,  more  difficult  for  child 
care  staff  to  accommodate.  Mentioned  several  times  was  a  frustra- 
tion with  placement  recommendations  not  being  implemented  because 
of  the  shortage  of  specialized  foster  care  and  community  residen- 
tial beds.  For  some,  the  feeling  expressed  was  that  unless  the 
actual  placement  after  discharge  is  the  one  recommended  by  the 
program,  the  resident  is  not  going  to  improve  and  will  probably 
regress.  On  the  other  hand,  there  were  also  cases,  where  a  youth 
returned  to  a  poor  home  situation,  because  no  placement,  at  an 
appropriate  level  of  care,  was  available. 

The  Role  of  the  Larger  Organization.  In  all  cases  except  Hayden, 
the  assessment  center  is  part  of  an  agency  providing  other  re- 
lated, community-based  services,  and  even  Hayden  School  has  three 
other,  related  programs.  In  some  agencies  all  of  the  programs  are 
directed  toward  adolescents  or  placement  services;  in  others, 
non-residential  social  and/or  vocational  services  are  provided  to 
various  groups  in  the  community. 

Prospect  House,  for  example  is  highly  community-oriented  and 
draws  on  its  programs  to  provide  resources  to  each  other.  For  ex- 
ample, consumers  from  the  elder  services  program  volunteer  at  the 
adolescent  center  to  teach  living  skills;  other  programs  provide 
professional  resources  for  the  assessment  center:  drug  education 
from  the  substance  abuse  program;  cultural  events  for  clients  and 
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staff;  etc.  At  KEY  and  YOU,  Inc.,  the  assessment  center  is  seen 
as  one  in  a  regional  (Western  and  Central  Massachusetts, 
respectively)  continuum  of  services  for  adolescents.  Communica- 
tion and  other  exchanges  among  the  programs  in  both  systems,  in- 
cluding staff  backup  in  emergencies,  is  common. 

Fiscal  administration,  contracting,  and  general  personnel 
activities  are  handled  by  the  programs'  central  administrations. 
In  most  cases,  this  comes  under  the  executive  director  of  the 
overall  agency.  In  the  case  of  Hayden  School,  some  functions  are 
handled  by  the  larger  organization,  MMGI,  e.g.,  payroll,  job  ad- 
vertising, sign-off  on  contracts,  any  legal  work,  public  rela- 
tions, and  fundraising.  Contract  and  rate  negotiations,  program 
development,  and  hiring  decisions  are  handled  by  the  Hayden 
School  administration. 

Each  of  the  assessment  centers  have  their  own  budgets. 
Generally,  while  program  directors  contribute  to  contract  and 
budget  decision-making,  they  cannot  do  much  beyond  making  recom- 
mendations for  purchases,  salary  levels,  etc.  There  simply  is  not 
enough  flexibility  built  into  the  program  income  for  significant 
changes  in  use  of  the  program  budget. 

Non-fiscal,  program  decisions  are  made  in  most  cases  by  the 
program  director,  usually  in  conjunction  with  the  Executive 
Director.  Basically,  the  program  director  is  translating  the 
philosophy  or  goals  of  the  program  into  services.  As  would  be  ex- 
pected, the  program  directors  were  in  support  of  those  goals  and, 
therefore,  were  able  to  make  and/or  carry  out  programmatic  deci- 
sions with  a  minimum  of  conflict. 


COORDINATION  AND  COLLABORATION 

Coordination  with  DSS.  The  Administrators  expressed  general 
satisfaction  with  DSS-agency  coordination  around  contracting, 
billing  and  payment,  and  referrals.  Administrative  problems  that 
had  shown  up  early  in  the  programs  seemed  to  have  been  solved. 
The  principal  problem  at  the  time  of  the  interviews  was  that  the 
DSS  liaison  to  the  assessment  programs  had  left  the  Department 
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and  her  position  was  empty.  Director-DSS  group  meetings  and  case- 
related  troubleshooting  that  she  had  handled  were  no  longer  hap- 
pening and  they  expressed  interest  in  their  renewal. 

Coordination  around  cases  was  described  by  most  of  the  ad- 
ministrators as  very  regular  and  precise  -  DSS  presence  at  in- 
take, case  planning,  and  placement  planning  meetings;  and  provi- 
sion of  specified  information  in  both  directions.  Only  one  Ad- 
ministrator pointed  out  that  DSS  caseworkers  do  not  always  attend 
the  specified  conferences,  nor  provide  all  the  necessary  documen- 
tation, medicaid  cards,  and  other  client  records  needed  by  the 
program  staff.  In  fact,  she  described  DSS  participation  as 
'inconsistent.'  Program  director  comments  on  this  issue 
frequently  confirmed  the  inconsistency,  which  leads  us  to  believe 
that  the  Executive  Directors,  particularly,  describe  more  what  is 
supposed  to  happen  than  what  actually  does  on  a  day-  to-day 
basis. 

The  direct  service  staff,  on  the  whole,  are  positive  about 
their  relationships  with  DSS  caseworkers.  Where  there  are  com- 
plaints, especially  about  caseworker  visits  to  the  facility,  they 
seem  to  stem  from  the  placement  of  children  from  distant  offices. 

The  DSS  social  workers  reported  that  communication  with  the 
assessment  centers  was  good.  Three  of  the  social  workers  specifi- 
cally stated  that  communication  was  excellent  and  one  said  that 
it  is  easy  both  on  an  informal  and  formal  basis. 

Suggestions,  made  by  program  directors  and  staff,  for  im- 
proved DSS-program  communication  were  that  there  should  be: 

•  consistent  caseworker  communication  with  resident,  because 
the  caseworker  is  the  one  person  with  whom  the  child  has 
long-term  continuity; 

•  more  complete  intake  documentation  when  the  child  enters 
the  program;  and 

•  DSS  caseworker  presence  at  all  assessment  and  case 
planning  meetings. 
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Interviews  with  the  residents  confirmed  the  need  for  more 
DSS  social  worker  visits.  Two  youths  reported  they  had  spoken  to 
or  seen  their  DSS  social  worker  four  or  five  times  during  seven 
and  ten  weeks  respectively;  one  had  seen  his  social  worker  twice 
in   seven  weeks;  one  had  contact  with  the  DSS  social  worker  only 
by  telephone  (9-week  stay).  The  fifth  resident  stated  that  her 
DSS  social  worker  had  not  visited  her  at  all,  but  recommended 
that  such  visits  occur  at  least  once  every  two  weeks.  (See  the 
Issues  section  for  further  discussion  of  this  problem.) 

Coordination  With  Other  Organizations  and  the  Community. 
The  most  frequently  mentioned,  external  organizations  with  which 
the  programs  interact  were  the  courts,  particularly  probation 
staff,  and  the  state  regulatory  agencies  (OFC,  DOE) .  All  programs 
contract  with  hospitals  or  clinics,  dentists,  and  other 
psychiatric  and  medical  personnel  or  facilities  for  routine  and 
emergency  medical  care.  Three  programs  have  agreements  for  use  of 
various  recreational  and  athletic  facilities  in  the  community, 
and  Prospect  House  calls  on  the  expertise  available  in  some  of 
their  other  programs  for  specific  educational  programs.  This 
program  also  uses  volunteers  -  minority  professional  women  and 
elders  from  the  community  as  role  models/teachers.  Relatively 
little  interaction  with  the  police  was  reported;  directors  stated 
that  they  are  called  in  cases  of  running  away,  a  relatively  in- 
frequent occurrence,  (currently,  but  not  always  so) . 


SERVICES 

Staff  and  Consultant  Roles.  All  five  programs  provide  services 
through  their  staffs  and  with  outside  consultants.  Staff  services 
focus  on  providing  structure,  stabilizing  behavior,  and  changing 
behavior.  This  is  accomplished  by  the  use  of  rules,  defined 
chores  and  behaviors,  rewards  and  discipline,  and  short-term  in- 
dividual and  group  counseling.  One  program  also  uses  bioener- 
getics,  an  intervention  focused  on  safe,  appropriate  physical 
outlets  for  anger,  fear,  and  anxieties.  In  addition,  some  parts 
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of  the  overall  assessment  are  completed  by  staff,  depending  on 
the  clinical  staff  retained  by  the  program. 

In  addition,  the  programs  use  outside  consultants  for 
psychological,  psychiatric  and/or  neurological  (when  necessary) , 
medical  (including  sight  and  hearing) ,  and  dental  evaluations. 
One  program  has  an  in-house  physician  available.  Some  programs  do 
their  own  educational  testing  and  in  some  cases,  an  educational 
evaluation  has  already  been  completed  before  intake. 

Programs  were  variable  in  their  success  in  finding  medical 
and  dental  providers  who  accepted  medicaid.  One  program  reported 
difficulty  finding  such  dentists;  in  one  case  the  mental  health 
clinic  used  by  the  program  had  problems  with  medicaid  billing  and 
payment . 

Child  to  staff  ratios  vary  from  almost  one  to  one  to  three 
to  one  during  the  day.  The  ratio  may  be  higher  at  night,  lower 
during  outside  trips. 

Supervision,  staff,  and  case-related  meetings  occur  with  a 
high  frequency  in  all  programs.  They  are  seen  as  clearly  related 
to  the  program  structure  and  objectives,  as  well  as  to  the 
precise  timing  needed  for  completion  of  the  assessment,  placement 
planning,  and  discharge. 

Interviewed  staff  at  four  of  the  five  programs  reported 
being  actively  involved  in  preparing  the  child  for  placement  and 
advocating  for  the  child  with  the  placement  resource.  The  staff 
person  interviewed  at  the  fifth  program  reported  he  was  not  in- 
volved in  such  activities. 

Entrance  to  the  Program  and  Intake.  Four  of  the  directors  stated 
that  new  residents  are  often  in  a  crisis  situation  upon  arrival. 
They  frequently  do  not  want  to  be  there,  their  behavior  prior  to 
arrival  has  been  disruptive  or  injurious  to  themselves  or  others, 
and/or  they  are  or  have  recently  been  "on  the  run."  All  program 
staffs  are  trained  to  deal  with  such  crises.  There  are  procedures 
in  place  to  restrict  new  arrivals  to  the  'floor'  or  the  'unit;' 
in  two  programs,  outdoor  clothing  is  locked  up  for  a  day  or  more 
until  the  crisis  period  is  over;  if  the  youth  appears  unsettled 
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or  in  crisis  or  is  unusually  resistant,  s/he  is  supervised  one  on 
one  and  away  from  the  other  residents  for  a  while. 

When  the  youth  enters  the  program,  the  first  few  days  are 
concerned  with  initial  stabilization  of  behavior.  There  is  an 
orientation  to  the  program  where  the  youth  gets  a  tour  of  the 
building  and  unit,  is  introduced  to  staff  and  residents,  and  the 
rules,  expectations  for  behavior,  and  the  resultant  outcomes  of 
cooperative  vs.  disruptive  behavior  are  explained.  All  inter- 
viewed residents  confirmed  that  when  they  arrived,  they  were  in- 
troduced to  the  assessment  center  staff  and  that  the  program 
rules  were  explained  to  them.  The  DSS  social  worker  and,  ideally, 
the  parent (s)  are  present  at  the  intake  conference;  the  child  is 
present  at  all  or  part  of  the  meeting. 

The  intake  meeting  is  the  first  formal  case  conference  and 
serves  several  purposes: 

•  discussion  of  presenting  problems  and  service  goals; 

•  signing  of  a  placement  agreement  and  confidential  release 
forms; 

•  for  the  youth,  an  explanation  of  rules  and  procedures  and 
a  general  orientation  to  the  program; 

•  and  a  compilation  of  school,  DSS,  court,  and  other 
relevant  case  materials. 

It  is  also  at  this  time  that  a  counselor  is  assigned  to  the  resi- 
dent. 

The  DSS  social  workers  interviewed  all  reported  being  in- 
cluded in  the  intake  process  at  the  program.  In  two  cases,  their 
supervisors  were  there  as  well.  Other  participants  varied.  DSS 
social  workers  confirmed  that  at  four  of  the  assessment  centers 
there  was  some  form  of  program  orientation  and  explanation  to  the 
resident  of  the  house  rules  and  expectations  during  the  intake 
conference.   The  daily  schedule  to  be  followed  by  the  adolescents 
is  made  familiar  to  the  adolescent  and  DSS  social  worker  during 
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intake  at  three  assessment  centers,  and  before  the  formal  intake 
conference  at  a  fourth. 

DSS  information  on  the  youth's  custody  status  is  not  consis- 
tently requested  or  transmitted  to  the  program  staff.  Two  workers 
said  they  provide  copies  of  the  mittimus  and  two  provide  verbal 
information,  in  one  case  if  requested.  This  inconsistency  was 
confirmed  in  the  case  record  examination. 

Case  Planning  and  Review.  Within  two  to  three  weeks,  a  second 
case  conference  is  held  to  plan  the  assessment  services  that  must 
be  completed.  The  child's  counselor  (and  others)  have  made 
frequent  entries  into  the  log  book  about  behavior  and  incidents 
during  this  period  of  client  stabilization.  The  counselor, 
assessment  coordinator,  clinical  director  (if  different) ,  and 
other  key  staff  meet  at  this  time  to  plan  the  individualized 
program  of  diagnostic  evaluations  for  the  particular  resident. 
Four  of  the  programs  complete  a  formalized  service  plan  at  this 
time.  Reviews  of  each  case  continue  to  occur  frequently  at  coun- 
selor supervision  and  staff  meetings. 

At  forty-five  days,  there  is  a  third,  formal  case  conference 
to  review  the  child's  service  plan,  discuss  the  results  of  the 
diagnostic  evaluations  and  make  recommendations  for  further 
placement  services.  This  conference  is  attended  by  the  DSS  social 
worker,  the  probation  officer,  diagnostic  staff,  the  child's 
counselor,  and  sometimes,  the  parent (s) .  Most  programs  schedule 
an  additional  meeting  at  about  60  days  to  assess  the  progress  in 
finding  a  placement,  as  well  as  to  discuss  the  resident's 
progress  in  the  program. 

Assessment  Services.  A  medical  exam  may  have  already  occurred 
prior  to  the  formal  start  of  the  assessment.  Educational  and 
sometimes  psychological  assessments  may  also  have  occurred  prior 
to  the  resident's  entry.  Any  (further)  testing  and  assessments 
occur  primarily  over  the  period  between  the  two  week  and  45  day 
conferences.  These  include,  at  a  minimum,  psychological,  educa- 
tional, behavioral,  medical  and  dental,  and  family  assessments. 
Individual  children  may  receive  psychiatric,  neurological, 
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drug/alcohol ,  and  daily  living  skills  assessments,  as  well  as 
follow-ups  for  identified  medical  or  dental  conditions.  Four  of 
the  residents  interviewed  confirmed  they  had  had  physical  ex- 
aminations. One  had  also  gone  to  the  dentist,  and  another  had  ob- 
tained eye  glasses  during  their  stays.  However,  one  resident 
claimed  not  having  received  a  complete  physical  in  her  nine  weeks 
at  the  program. 

The  assessments  are  carried  out  with  a  mixture  of  in-house 
staff  and  outside  consultants,  who  may  be  either  individual  prac- 
titioners or  clinical/hospital  staff.  Most  programs  rely  on  DSS 
to  complete  the  family/ environmental  assessment. 

Treatment  Services.  In  four  of  the  five  programs,  the  principal 
service  is  the  use  of  a  behavior  modification  regimen  in  a  highly 
structured  environment  as  a  way  of  stabilizing  behavior  and 
providing  the  necessary  prerequisites  for  both  further 
therapeutic  services  and  future  placement  or  return  home.  The 
fifth  program  uses  an  approach  that  relies  on  one-on-one  staff 
counseling  of  clients  to  achieve  the  same  results.  (Additionally, 
all  programs  have  some  peer  support  and/or.  therapeutic  group 
meetings,  individual  counseling,  and  'milieu'  therapy,  which 
focuses  on  performance  of  individual  and  group  oriented  chores 
and  activities. 

All  residents  had  at  least  one,  if  not  two  assigned  coun- 
selors. Residents  report  frequent  meetings  (daily,  at  least  at 
first)  with  their  assigned  counselors.  One  resident  reported  also 
meeting  with  her  primary  counselor  once  a  week  for  family  ses- 
sions, and  with  an  associate  (secondary)  counselor  once  a  month. 
Residents  describe  group  meetings  as  being  held  on  a  daily  or 
even  twice  daily  basis  in  all  but  one  program.  At  that  site, 
group  meetings  are  held  at  least  once  a  week  with  additional 
meetings  held  upon  a  resident's  request.  At  one  site,  group  meet- 
ings are  also  held  weekly  with  a  consulting  psychologist. 

Educational  Services.  A  regular  educational  program  is  not  really 
feasible  for  residents  with  a  90-day  stay,  and  although  several 
of  the  agencies  involved  have  7  66-approved  programs,  it  is  not 
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usually  the  one  associated  with  the  assessment  center  program. 
There  is,  however,  a  three  to  five  hour  school  day  in  each 
program.   The  programs  focus  mainly  on  assessing  skill  levels, 
remedial  education  in  basic  areas,  and  preparing  for  and/or  com- 
pleting a  CORE  evaluation  for  each  student.  While  Prospect  House 
has  an  extensive  educational  program  concerning  use  of  drugs  and 
alcohol,  as  well  as  health,  nutrition,  and  sex  education  issues, 
all  programs  do  at  least  some  educating  in  these  areas. 

The  residents  confirm  receiving  educational  services  on  a 
daily  basis,  both  in  a  classroom  and  with  a  tutor.  They  describe 
participating  in  one  or  more  of  the  following:  math,  reading, 
writing  papers,  science,  some  history,  and  lectures  on  self- 
awareness  and  nutrition. 

Recreation.  The  scope  and  variety  of  recreational  activities 
available  to  the  residents  are  clearly  related  to  the  adequacy  of 
the  program's  physical  plant  and  local  availability  of  pools, 
gyms,  and  the  like.  As  a  result  there  is  a  wide  variation  from 
very  limited  recreation  at  Hayden  (bioenergetics,  once-a-week 
trips  to  a  University  of  Massachusetts  gymnasium,  and  in-house 
movies)  to  a  wide  variety  of  athletic  and  entertainment  recrea- 
tions (three  days  a  week  at  the  'Y'  pool  and  gym,  dance  classes, 
skating)  at  Prospect  House  and  extensive  on-site  athletic  and 
recreational  facilities  at  YOU,  Inc.  Some  programs  have  both  in- 
door and  outdoor  recreational  facilities  on  site;  some  have  very 
little,  a  serious  shortcoming  for  this  age  group. 

The  residents  described  recreational  activities  as 
including:  use  of  the  YMCA;  movies,  field  trips,  miniature  golf, 
roller-skating,  bowling,  swimming,  and  basketball;  going  for  ice- 
cream and  cook-outs;  and  in-house  activities  such  as  TV  and  rent- 
ing movies  for  the  VCR. 

Visits  and  Telephone  Calls.  In  all  five  programs,  there  are 
provisions  for  visits  from  family  members  and  residents  can  make 
and  receive  telephone  calls.  Generally,  but  not  always,  the  DSS 
must  approve  the  child's  visitors  (even  family  members),  as  in 
some  cases  the  court  may  have  prohibited  certain  contacts.  Except 
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for  professional  visits,  the  residents  outside  contacts  are 
generally  limited  to  family  members.  Four  programs  restrict 
family  visits  to  Sunday  afternoons;  one  encourages  visits  at  any 
time. 

Residents  are  allowed  to  call  the  DSS  worker  or  their 
lawyer,  if  relevant,  during  business  hours.  Other  telephone  calls 
are  usually  restricted  to  the  evening  and  also  in  number  and 
duration;  in  some  cases,  they  are  also  monitored.  Loss  of 
•points,'  in  some  instances,  may  restrict  a  youth's  use  of  the 
telephone. 

Residents  generally  confirmed  the  above  description  of 
visits  and  calls.  However,  one  resident  said  she  had  difficulty 
making  telephone  calls  during  the  scheduled  time. 

Letters  are  generally  inspected  for  contraband,  but  not 
read. 

Family-Related  Services.  Involvement  with  the  youth's  family 
varies  considerably  across  the  programs.  Generally,  the  more  com- 
munity oriented  programs,  like  KEY  and  Prospect  House,  take  a 
more  active  role  in  providing  assessment  and  counseling  services 
to  the  families  of  the  residents.  When  residents  are  placed 
geographically  distant  from  their  families,  transportation 
problems  may  disrupt  what  family  contact  there  is. 

Contacts  between  program  staff  and  the  families  of  the 
children  in  the  program  were  highly  variable.  Three  staff 
reported  they  had  little  or  no  family  contact;  for  three  it  de- 
pended on  the  treatment  plan;  and  for  one  it  was  extensive.  In 
the  latter  case,  the  community-relatedness  of  the  program  was  the 
highest  of  the  five  centers. 

The  DSS  social  workers  indicated  that  assessment  center 
staff  were  involved  with  their  adolescents'  families  so  long  as 
the  families  were  cooperative.  Contacts  were  by  mail  or  phone  and 
included  attendance  at  (or  at  least  invitations  to)  one  or  more 
assessment  meetings,  visits  to  the  resident  by  the  family,  and 
special  meetings  at  the  facilities.  In  addition,  the  DSS  social 
worker  appeared  to  be  informed  of  the  communication  between 
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center  staff  and  the  families,  although  the  program's  case 
records  had  no  evidence  of  this  communication. 

DSS  social  workers  reported  that  they  also  communicate  with 
the  families  and  keep  program  staff  informed  about  family  issues. 

Discharge.  Placement,  and  Follow-Up.  As  described  above,  place- 
ment planning  begins  at  the  4  5  day  conference,  if  not  before.  In 
fact,  the  residents  were  well  aware  by  at  least  mid-program  what 
plans  there  were  for  their  upcoming  placements: 

•  two  residents  expected  to  live  in  foster  homes  after  dis- 
charge from  the  centers; 

•  two  expected  to  go  to  residential  facilities;  and 

•  one  expected  to  return  home. 

Four  residents  knew  their  approximate  discharge  dates.  (The 
court  was  controlling  the  discharge  date  for  the  other  resident.) 

It  is  DSS'  responsibility  to  locate  an  appropriate  placement 
for  the  resident.  For  four  of  the  program  directors,  this  was 
very  clear,  and  they  described  the  program's  role  as  one  of 
making  recommendations  for  the  type  of  placement,  and  providing 
some  supports  in  the  placement  process.  The  fifth  director  im- 
plied that  the  responsibility  was  not  clear  and  described  the 
program's  role  in  placement  location  as  much  stronger.  The  sense 
of  his  description  was  that  the  program  was  so  invested  in  the 
outcome  of  the  resident,  that  they  were  determined  to  find  an  ap- 
propriate placement. 

Two  of  the  programs  reported  holding  "termination  meetings" 
with  the  client  at  or  just  prior  to  90  days. 

Three  of  the  programs  either  have  staff  do  a  follow-up  visit 
or  telephone  the  placement  facility  or  home  within  3  0  days.  In 
one  case,  weekly  calls  are  made  for  one  month  following  dis- 
charge. In  the  other  programs,  follow-up  usually  consists  of  a 
call  to  the  DSS  social  worker,  and  sometimes  to  the  facility. 
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Follow-up  services  are  clearly  inconsistent  across  the  programs 
and  one  of  their  weakest  components. 

According  to  the  DSS  social  workers,  assessment  center  in- 
volvement in  transitioning  the  adolescent  to  his  or  her  placement 
varied.  In  cases  where  the  placement  was  located  near-by,  in- 
volvement was  more  likely  to  be  high.  Two  centers  actively 
facilitated  placement  by  recommending  specific  placements, 
providing  transportation  to  the  pre-placement  interview,  and/or 
contacting  the  placement  agency  to  initiate  pre-placement  plan- 
ning. Social  workers  also  report  that  the  placements  recommended 
by  the  assessment  centers  do  not  always  occur.  This  is  most 
likely  to  be  due  to  lack  of  appropriate  resources,  but  family  in- 
terference and  the  adolescent's  refusal  to  cooperate  with  the 
recommendation  made  by  the  center  were  also  mentioned. 

Additional  Service  Needs.  Two  program  directors  cited  needs  for 
their  own  programs,  viz.,  stated  that  resources,  not  now  avail- 
able, would  benefit  the  residents.  One  director  stressed  a  need 
for  additional  staff  to  do  family  work,  including  home  visits. 
Because  there  may  not  be  an  appropriate  placement  resource  when 
the  child  leaves  the  program,  she  felt  additional  family  work  was 
crucial  to  the  residents'  eventual  outcomes. 

A  second  program  director  stated  she  was  having  difficulty 
refilling  certain  positions,  particularly  one  for  an  occupational 
therapist,  who  could  do  more  with  educational/vocational  assess- 
ment and  daily  living  skills  assessments  and  training.  In  this 
same  program,  the  assessment  coordinator  position  was  empty  twice 
in  nine  months. 

DSS  Social  Workers'  Views  on  Program  Services.  The  workers  inter- 
viewed were  well  informed  about  the  types  and  extent  of  services 
offered  by  the  programs,  their  behavior  management  orientation, 
and  the  programs'  policies  and  procedures.  In  general,  they  felt 
that  the  assessment  centers  were  delivering  the  appropriate  serv- 
ices and  doing  it  well.  There  was  some  criticism  of  three  of  the 
five  programs  around  the  issues  of  IEP  development  and  cost- 
sharing  with  the  LEA.  The  workers  may  not  have  been  aware  that 
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several  of  the  programs  are  not  7  66-approved  (although  their 
agencies  run  programs  that  are)  and  therefore,  cost-sharing  would 
not  apply  in  those  instances.  There  is  also  some  confusion  around 
the  whole  issue  of  whether  a  CORE  evaluation  is  expected  to  be 
completed  as  part  of  the  90-day  assessment. 

Views  of  the  Residents  on  Program  Services.  The  residents  com- 
municated to  the  interviewers  that,  overall,  they  felt  quite 
positive  about  the  assessment  centers.  In  expressing  their  feel- 
ings, they  used  phrases  such  as: 

•  the  staff  really  care,  are  helpful,  are  fair; 

•  it's  safe  and  secure; 

•  it ' s  not  that  bad ; 

•  it's  hard  to  be  bored;  and, 

•  [I]  got  along  with  most  of  the  staff,  although  there  were 
several  [I]  didn't  like. 


UNIQUE  ASPECTS  OF  THE  ADOLESCENT  ASSESSMENT  CENTERS 

YOU.  Inc.  This  program  is  unique  in  that  it  claims  to  have 
successfully  integrated  a  90-day  assessment  and  a  30  to  4  5-day 
short-term  assessment/ shelter  program.  The  Director  feels  that 
the  two  groups  have  good  effects  on  each  other:  the  longer  term 
group,  familiar  with  rules  and  policies  helps  to  stabilize  new- 
comers more  quickly;  the  shelter  population  is  less  disruptive 
and  maladapted  and  this  can  have  a  positive  impact  on  the  more 
volatile,  90-day  group.  In  addition,  this  is  the  one  program  not 
using  a  Skinnerian  approach,  but  relying  on  the  development  of  a 
staff-resident  counseling  relationship  to  help  stabilize  the 
adolescent  and  lead  to  his/her  behavioral  changes. 
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KEY.  The  regional  focus  of  the  KEY  program  is  seen  as  different 
from  the  others.  As  long  as  the  referral  comes  from  western 
Massachusetts,  the  program  can  do  much  more  in  development  of 
community  and  other  KEY  resources  for  that  child.  It  can  also 
provide  for  more  family  involvement.  Knowledge  of  the 
adolescent's  community  support  network  enables  the  program  to 
bring  together  backup  resources  quickly,  enabling  more  rapid  at- 
tention to  and  resolution  of  problems. 

The  Bridge  of  Central  Massachusetts.  The  Bridge  Director  sees  the 
uniqueness  of  the  program  in  terms  of  its  intervention.  Two 
aspects  were  singled  out.  The  first  is  the  use  of  individualized 
task  and  goal-specific  contracts  with  the  children.  These  have 
had  positive  results  on  individual  behavioral  changes  and  on 
staff  ability  to  monitor  and  evaluate  each  adolescent's  progress. 
The  second  aspect  relates  to  the  system  for  back-up  in  an  after- 
hours  emergency.  Staff  have  been  trained  in  crisis  management 
procedures  designed  to  utilize  medical  or  psychiatric  services  in 
such  a  way  that  resident  can  be  maintained  in  program  or  shortly 
returned  to  it. 

Havden  School.  Like  Bridge,  Hayden  also  sees  its  uniqueness  in 
its  use  of  intervention  techniques,  in  this  case  bioenergetics 
and  staff  training  in  transactional  analysis.  The  latter,  accord- 
ing to  the  Program  Coordinator  results  in  a  markedly  consistent 
staff  approach  to  the  residents  and  close  cooperation,  and  acts 
to  set  the  desired  milieu  for  staff  and  students  alike.  Hayden  is 
also  the  only  Boston-based  program. 

Prospect  House.  Prospect  House  has  both  a  different  developmental 
history  and  a  more  community-focused  ideology  than  the  other 
programs.  It  is  committed  to  serving  the  local  minority  com- 
munity, involves  volunteers  from  other  programs  in  assessment 
center  activities,  and  seems  to  have  a  stronger  follow-up  and  af- 
tercare component  to  its  services. 
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ISSUES  FOR  FURTHER  DISCUSSION  AND  RECOMMENDATIONS 

Issues  and  problems  are  listed  below  in  order  of  decreasing 
frequency  of  mention  (not  necessarily  of  importance) : 

•  90-Dav  Placement  and  Referral  Issues.  Administrators  are 
concerned  about  inappropriate,  court-ordered  placements.  DSS 
regional  and  area  staffs  had  similar  and  even  more  strongly 
articulated  concerns.  Everyone  agrees  that  the  demand  for 
the  9  0-day  slots  exceeds  the  supply,  and  if  not  in  short 
supply,  they  are  certainly  used  to  capacity.  As  a  result, 
there  is  considerable  frustration  over  what  is  perceived  as 
misuse  of  resources.  Examples  of  misuse  are: 

using  the  program  as  a  way  to  'hold'  an  adolescent  who 
needs  longer  term  services  (e.g.,  psychiatric 
hospitalization,  a  locked  facility,  or  staff  secure, 
long-term  community  residential  treatment) ,  not 
assessment; 

multiple  90-day  assessments,  sometimes  because  of  the 
above  reason ; 

retention  of  the  youth  for  more  than  90  days;  and 

referral  of  adolescents  who  could  benefit  from  a  less 
restrictive  setting  or  a  shorter  stay. 

Some  Program  and  Executive  Directors  want  referrals  to 
come  only  from  within  region,  in  order  to  facilitate  both 
family  and  social  worker  involvement,  and  in  the  case  of 
KEY,  more  community  support  for  the  program.  (Others  prefer 
referrals  from  out-of-region  to  cut  down  attempts  at  running 
away. ) 

A  second  referral  issue  comes  from  the  two  programs 
that  have  made  special  efforts  to  build  a  staff  that 
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reflects  a  broad  spectrum  of  racial  and  ethnic  groups,  in 
order  to  better  serve  minority  youth.  Because  referrals  so 
frequently  come  from  out-of -region  courts,  unfamiliar  with 
the  details  of  the  programs,  or  via  a  long  period  on  the 
central  wait  list,  they  do  not  necessarily  fit  in  with  this 
planned  increase  in  services  to  minorities. 

One  program  director  expressed  a  desire  to  be  able  to 
refuse  certain  referrals,  including:  pregnant  girls,  physi- 
cally disabled  or  mentally  ill  youths,  and  children  with 
AIDs  or  a  drug  or  alcohol  addiction.  On  the  other  hand, 
another  director  stated  that  referrals  to  the  programs 
should  be  restricted  to  "tougher  kids"  and  have  a  better  ra- 
cial mix. 

DSS  staff  also  expressed  the  need  for  a  uniform  set  of 
referral  criteria  and  procedures  to  be  used  by  all  area  of- 
fices. The  interviews  confirmed  this  -  each  DSS  person  in- 
terviewed described  a  different  process. 

Recommendation  1.  Commonly  understood  and  agreed  upon 
clinical  and  administrative  criteria  for  referral 
should  be  developed  by  a  working  group  with  repre- 
sentation from  the  courts,  DSS,  and  the  providers.  Once 
developed,  these  criteria  should  be  incorporated  into 
DSS  regulations,  printed  along  with  any  necessary  ex- 
planatory material,  and  distributed  to  all  relevant 
parties  -  judges,  probation  officers,  DSS  area  social 
workers  and  supervisors,  concerned  DSS  regional  and 
central  management  staff,  and  providers.  Court  support 
for  the  criteria  is  especially  critical.  Clinical 
criteria  must  focus  upon  the  specific  emotional,  so- 
cial, and  behavioral  problems  the  centers  have  been 
designed  to  address.  Adolescents  who  are  clearly  men- 
tally ill  or  in  need  of  secure  (locked)  program 
facilities  should  not  be  referable  to  the  Adolescent 
Assessment  Centers.  Neither  should  youth  who  would  be 
more  appropriately  placed  in  a  less  restrictive 
residential  or  foster  care  setting. 
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Administrative  criteria  should  include,  at 
minimum:  one-time  referral  restrictions;  placement  of 
minority  youth,  especially  where  English  is  not  the 
preferred  language,  in  a  program  staffed  appropriately; 
and  placement  in  a  program  as  close  to  the  youth's  home 
as  possible. 

Recommendation  2 .  Under  no  circumstances  should  an 
assessment  center  slot  be  occupied  by  a  youth  who  has 
completed  such  an  assessment  within  the  past  year  (or 
perhaps  longer) ,  unless  the  waiting  list  is  at  zero  for 
thirty  days  or  more. 

Recommendation  3 .  Providers  must  continue  to  accept  all 
referrals.  The  system  is  otherwise  unworkable.  In  addi- 
tion, it  is  discriminatory  to  be  able  to  refuse  refer- 
rals on  grounds  of  disability  or  pregnancy.  DSS  should 
offer  providers  consultation  on  such  subjects  as  im- 
proving program  accessibility  to  physically  or  mentally 
handicapped  youth  and  providing  health  and,  if  neces- 
sary, parenting  education  services  to  pregnant  teens. 

From  the  DSS  workers'  viewpoint,  clinically-related 
issues  were  most  important,  although  more  control  over 
referrals  by  the  Department  was  high  on  the  list.  In  addi- 
tion, they  suggested  setting  up  uniform  procedures  for 
notifying  the  areas  when  an  assessment  center  placement  is 
available.  Regional  staff  felt  strongly  that  if  the  regions 
'owned'  the  slots,  they  could  manage  them  more  equitably  and 
cut  down  on  inappropriate  referrals. 

Recommendation  4.  In  addition  to  the  above-mentioned 
uniform  criteria  for  referral,  an  agreement  is  needed 
on  setting  priorities  for  placement.  A  wait  list  can 
'keep  the  gate'  in  regard  to  a  first  come,  first  served 
basis  and  clear  referral  criteria  can  establish  who 
gets  on  the  list,  but  a  wait  list  does  not  help  to  set 
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priorities  that  go  beyond  timing.  When  should  a  case 
jump  to  the  top  of  the  list?  What  constitutes  an  emer- 
gency placement?  Again,  DSS,  judicial,  and  provider 
agreements  are  essential  for  a  priority  system  to  work 
in  a  reasonable  manner.  Such  a  system  should  be  docou- 
mented  as  Department  policy. 

This  need  for  wait  list  coordination  and  priority 
setting,  as  well  as  the  duality  (courts  and  DSS)  of 
referral  sources  and  the  limited  availability  of  beds 
support  maintaining  a  central  wait  list  and  referral 
system. 

•  Post-Assessment  (After-Care)  Placements.  According  to  the 
Administrative  and  Program  Directors,  the  lack  of  ap- 
propriate  (read  center-recommended)  placements  at  90  days 
is  a  constant  concern.  DSS  workers  requested  an  expansion  of 
90-day  assessment  placements,  but  not  more  aftercare  place- 
ments. Regional  staff  did,  however. 

Consistent  with  Administrative  Director  and  program 
staff  comments,  the  lack  of  longer  term,  staff-secure 
facilities,  offering  intensive  services  after  the  90-day 
assessment  period,  was  cited  repeatedly  by  program  direc- 
tors. They  stated  that  although  residents  were  stabilized 
and  functioning  reasonably  well  at  the  end  of  90  days,  this 
was  too  short  a  time  to  count  on  such  stabilization  to  con- 
tinue without  additional  support. 

They  were  also  clear  that  not  all  children  leaving  the 
program  need  such  intensive  services,  but  a  significant 
proportion  do,  and  these  adolescents  do  not  do  well  in 
foster  homes  or  with  their  families. 

Program  staff  also  expressed  the  need  for  more  involve- 
ment in  the  placement  process  by  DSS,  and  a  reduction  in  the 
delays  in  finding  appropriate  placement  resources.  In  the 
latter  case,  the  issue  of  a  lengthy  approval  process  for 
group  care  combined  with  the  time  limitations  of  the  assess- 
ment program  (45  days  from  placement  plan  to  discharge) , 
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lack  of  DSS  planning,  and  the  shortage  of  beds  were  the  at- 
tributed reasons. 

In  extended  discussions  with  the  regional  program 
managers  and  the  program  and  executive  directors,  the  lack 
of  a  "continuum  of  care"  was  raised  several  times.  It  is  an 
issue  that  surfaces  in  many  human  service  systems  -  mental 
health,  criminal  justice,  juvenile  detention,  services  to 
the  elderly.  It  is  clearly  an  issue  in  services  to  the  group 
of  adolescents  served  by  the  assessment  centers  -  youth  with 
multiple  behavioral,  emotional,  and  learning  problems.  In 
one  sense,  the  start-up  of  the  staff  secure  assessment  cen- 
ters to  solve  one  problem  has  created  a  new  one:  once  an 
adolescent  has  taken  the  first  steps  toward  impulse  control 
and  behavioral  stabilization,  what  is  her/his  next  step?  In 
some  cases,  going  home  or  to  foster  care,  with  some  support 
is  adequate.  In  others,  a  'standard'  community  residential 
program  is  adequate.  But  in  a  substantial  number  of  cases, 
if  the  90-day  program  is  going  to  be  'worth  it'  in  staff  and 
resident  effort,  as  well  as  cost,  a  continuation  of  this 
highly  structured,  service-intensive  environment  will  be 
crucial. 

Two  programs  are  interested  in  establishing  additional, 
longer-term  adolescent  centers  to  deal  with  placements  that 
need  continued  staff-secure  treatment.  (One  program  was  in 
the  planning  stage  with  DSS,  but  the  cost  was  found  to  be 
prohibitive. ) 

Recommendation  5.  The  Department  and  the  providers 
should  work  toward  developing  programs  that  will 
provide  continuity  of  care  and  treatment  for  this 
adolescent  population.  One  clear  need  is  for  longer- 
term,  staff  secure  facilities,  especially  with  programs 
suitable  for  non-English  speaking  and  other  minority 
youth.  If  these  are  developed,  it  is  essential  that  the 
Department  maintain  control  over  referral  and  probably, 
length  of  stay  as  well.  If  the  Department  and  providers 
can  also  develop  a  network  of  progressively  less 


35 


restrictive  levels  of  care  and  treatment  through  which 
these  adolescents  can  move,  controlling  the  length  of 
stay  at  the  more  expensive,  highly  restrictive 
facilities  becomes  more  feasible.  Such  programs  would 
include  specialized  community  residential  and  foster 
care  programs,  small  group  homes  with  ancillary  serv- 
ices (see  Recommendation  6) ,  and  in-home  services  for 
youth  returning  to  their  families.  It  is  especially 
critical  that  supervised  independent  living  (TIL) 
programs  and  services  be  included  in  this  network  in 
order  to  provide  a  meaningful  substitute  for  returning 
home  or  other  permanent  placement,  none  of  which  may  be 
feasible  and/or  indicated  for  a  large  proportion  of 
this  population. 

Recommendation  6.  One  alternative  aftercare  service, 
suitable  to  adolescents  leaving  the  centers  who  need 
intensive  treatment,  but  not  secure  facilities,  is  a 
specialized,  small  group/ foster  home.  It  would  have  to 
be  staffed  with  'professional, '  very  well-trained, 
houseparents.  In  addition,  the  necessary  treatment, 
school,  and  independent  living  services  would  have  to 
be  readily  available,  probably  including  an  array  of 
emergency  and  respite  services. 

•  DSS  Social  Worker  Involvement.  The  need  for  increased  so- 
cial worker  visits  to  the  residents  as  well  as  more  consis- 
tent attendance  at  case  conferences  was  brought  up  both  by 
the  program  administrators  and  staff  and  by  the  residents 
themselves. 

The  issue  is  a  tough  one.  It  is  understandable,  given 
the  high  level  of  care  at  the  centers,  that  the  DSS  worker 
shifts  his/her  time  and  effort  to  less  serviced  cases.  On 
the  other  hand,  the  DSS  worker  is  potentially,  at  least,  the 
one  consistent  figure  in  a  resident's  life  for  the  time 
period  from  prior  to  involvement  in  the  program  until  leav- 
ing the  system  altogether.  [The  counter-argument  could  also 
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be  made,  however,  that  it  is  unfair  to  the  youth  that  s/he 
come  to  rely  on  the  permanency  of  a  relationship  that  is,  in 
reality,  very  temporary] . 

Recommendation  7.  Placement  of  residents  close  to  their 
area  offices  helps  to  increase  the  DSS  social  workers' 
contacts  with  the  youths  and  the  programs  simply  by 
saving  a  great  deal  of  traveling  time.  Close-proximity 
placements  are  not  always  feasible,  given  the  current 
number  and  locations  of  programs.  The  dual  problems  of 
geographic  proximity  and  program  accessibility  for  the 
regions  needs  to  be  solved  by  distributing  the  assess- 
ment center  beds  more  uniformly  across  the  state.  This 
is  an  area  that  should  be  considered  in  making  deci- 
sions on  expansion  during  FY1989. 

Recommendation  8.  For  some  youths,  who  will  not  need 
long-term  residential  placements,  but  who  will  go  to 
foster  care  or  supervised  independent  living  following 
their  stay  at  the  assessment  center,  the  future  foster 
parent  or  TIL  supervisor,  if  one  has  been  identified  by 
about  the  60th  day  of  the  program,  could  act  as  the 
•youth's  advocate.'  Such  an  advocate  could  assist  the 
youth  in  working  with  the  DSS  social  worker,  attend 
case  conferences  and  visit  the  adolescent  during  the 
remainder  of  the  90  day  period.  Because  the  supportive 
contacts  begin  during  and  are  maintained  after  the 
assessment  period  as  well,  steps  are  taken  toward 
providing  a  continuing  relationship. 

•  Family  Involvement.  Family  motivation  to  participate  in 
the  planning  and  delivery  of  services  to  the  youth  at  the 
center  is  frequently  ambivalent,  if  not  absent.  When  the 
youth's  placement  is  far  from  his/her  family  home,  transpor- 
tation and  time  problems  discourage  visitation,  participa- 
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tion  in  case  conferences,  and  family  assessments  and  serv- 
ices. In  addition,  distance  discourages  the  programs  from 
actively  working  with  the  families. 

Recommendation  9.  This  is  essentially  a  repeat  of 
Recommendation  7.  However,  family  participation,  unlike 
social  worker  involvement,  is  purely  voluntary  and 
•making  it  easier'  becomes  more  important.  Additionally 
or  alternatively  it  could  become  part  of  a  Family  in 
Need  of  Services  or  Care  and  Protection  Petition,  or 
court-ordered  service  plan,  thereby  placing  more 
responsibility  on  the  parent (s) .  The  use  of  court  or- 
ders or  other  coercive  action  must  be  balanced  against 
both  the  undesirability  of  some  adolescents'  further 
involvement  with  their  families,  the  increased  intru- 
sion in  the  parent (s)  lives,  and  the  inevitably  unequal 
burden  (including  potential  citation  for  contempt  and 
its  consequences)  that  will  be  assumed  by  the  mother. 

•  Staffing  problems.  Vacancy  and  staff  turnover  rates  are 
generally  high  at  the  assessment  centers  and  this  is  true 
for  both  supervisory  and  staff  positions.  Recruitment,  espe- 
cially of  child  care  staff  is  difficult  because  of  low 
salaries,  long  hours,  and  other  job  demands.  Turnover  is 
high,  in  part  because  of  burnout  problems  -  the  jobs  are  in- 
tense and  emotionally  draining.  Salary  structure,  hours,  and 
in  some  cases,  poor  physical  conditions  of  the  facility  must 
also  contribute  to  turnover.  Additional  administrative  fac- 
tors may  be  operating  in  the  programs  with  the  highest 
vacancy  and  turnover  rates. 

Recommendat ion  1 0 .  As  suggested  by  one  respondent,  an 
opportunity  for  cross-program  staff  support  meetings 
should  be  facilitated  either  by  the  providers  or  DSS. 
This  has  been  found  useful  for  preventing  or  at  least 
postponing  burnout  problems  in  other  fields  where  staff 
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are  providing  similarly  intense  services,  e.g.,  sexual 
abuse  therapists. 

Recommendation  11.  Programs  should  all  institute  well- 
structured  training  programs  for  new  staff  that  cover: 

program  goals  and  philosophy  as  well  as  practice 
and  procedures; 

written  policy  and  procedures  manuals  for  staff; 
and 

additional,  professional  development  training  on 
an  optional  basis. 

Recommendation  12 .  It  would  ultimately  benefit  both  the 
providers  and  DSS  if  DSS  (or  a  DSS-funded  consultant) 
were  to  analyze  the  employee  recruitment  and  retention 
problems  more  closely  than  the  evaluation  team  was  able 
to  do;  and  to  recommend  solutions  for  the  employment 
problems  the  programs  are  experiencing.  If  possible, 
this  management  advice  should  be  followed  up  with  sub- 
stantive help  if  appropriate. 

•  Other  Programmatic  Issues.  There  is  a  need  for  more  con- 
sistent transmission  of  intake  information  and  case 
materials  from  DSS  to  the  programs.  Particular  mention  was 
made  in  the  interviews  of  medicaid  cards,  custody  status  in- 
formation, and  case  history  and  previous  assessment  informa- 
tion. In  addition,  some  program  directors  need  further 
clarification  about  custody  status  vis  a  vis  parental 
rights.  They  are  unsure  about  when  a  parent  has  a  right  to 
override  their  decisions.  It  was  also  evident  in  the  case 
records  that  there  was  confusion  over  who  should  be  signing 
consent  forms  for  medical  care,  information  from  other 
providers,  and  treatment,  in  voluntary  vs.  DSS-custody 
placements. 
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Recommendation  13.  A  copy  of  the  mittimus  or  the  volun- 
tary placement  agreement  must  be  in  the  child's  intake 
packet.  In  addition,  DSS  social  workers  should  make 
every  effort  to  transmit  case  history  information  if 
the  child  has  been  a  DSS  client  or  to  obtain  such  in- 
formation from  the  court,  probation  office,  or  other 
agency  that  has  had  prior  contact  with  the  child  and 
his/her  family.  A  medicaid  card  or  other  third  party 
insurance  information  must  also  be  transmitted  at  in- 
take. 

Recommendation  14 .  Written  guidelines  regarding  custody 
status,  parental  rights,  and  DSS  responsibilities 
should  be  transmitted  to  all  programs  as  soon  as  pos- 
sible. 

'Staff  secure'  appears  not  to  mean  the  same  thing  throughout 
the  system.  In  one  case,  it  did  not  really  exist  -  restraint 
of  runners  was  simply  not  done.  In  another,  there  was  the 
question  of  the  facility  being  locked  (at  least  some  of  the 
time,  rather  than  staff -secure.  In  addition,  there  is  the 
legal  question  of  when  a  facility  passes  from  being  open  to 
being  locked,  i.e.,  when  the  placement  no  longer  conforms  to 
DSS  regulations. 

Recommendation  15.  Legal  clarification  should  be  made 
by  the  DSS  General  Counsel  or,  if  necessary,  by  the 
courts  regarding  the  amount  and  type  of  security  allow- 
able under  DSS  regulations.  Such  clarification  should 
then  be  made  known  to  the  providers  in  writing.  If 
necessary  to  re-enforce  such  clarification,  changes 
should  be  made  in  DSS  regulations  and/or  policies. 

Recommendation  16.  If  one  program  is  less  'secure'  than 
the  others,  then  this  should  be  generally  understood  by 
all  referrers;  and  runners  should  not  be  referred  to 
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this  program.  The  rates  should  also  reflect  this  fact. 
Alternatively,  and  preferably,  all  programs  should  have 
to  adhere  to  the  same  standards  of  'staff  security.  Un- 
less the  service  is  expanded  considerably,  variation  in 
such  standards  is  impractical. 

•  Program  Development  and  Expansion.  There  is  a  clear  need 
for  expansion  of  the  Adolescent  Assessment  Center  program. 
There  is  also  a  need  for  the  development  of  programs  to  meet 
the  needs  of  youth  leaving  the  AAC's,  who  are  in  need  of 
further  residential  and  non-residential  services,  as  well  as 
adolescents  in  need  of  the  types  of  services  for  which  the 
AAC's  or  other  programs  are  sometimes  being  used  as  sub- 
stitutes, in  lieu  of  more  appropriate  services:  short-term, 
secure  beds;  longer-term,  staff -secure  residential  services; 
and  the  less  specialized  community  residential  services.  A 
third  service  component  that  should  be  developed  at  the  same 
time  is  a  continuum  of  less  intensive  programs,  designed  to 
provide  necessary  treatment,  education  and  training  to  older 
adolescents  'graduating'  from  the  more  intensive  programs, 
that  will  prepare  them  to  live  independent  and  productive 
lives. 

Recommendation  17.  As  of  January  15,  1988,  there  were 
87  adolescents  waiting  for  placements  in  the  AAC 
programs.  Over  two-thirds  were  female,  4  5%  were  court- 
ordered  placements,  and  they  had  averaged  2.6  months 
since  referral.  Waiting  times  for  girls  were  longer 
than  for  boys  (3.0  vs.  1.9  months);  70%  of  the  girls 
had  been  waiting  for  placement  more  than  one  month. 

In  addition,  the  geographic  distributions  of  the 
waiting  lists  and  the  AAC's  are  very  uneven,  with  no 
programs  in  Regions  III,  IV,  or  V.  Although  access  is 
statewide,  this  uneven  distribution  has  the  effect  of 
promoting  overuse  by  some  courts  and  DSS  local  offices 
and  underuse  by  others. 
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From  the  wait  list  and  evaluation  data,  it  is  es- 
timated that  there  is  a  need  for  55  (approximately  4  0 
female  and  15  male) ,  additional  90-day  assessment  beds. 
In  addition,  this  increased  capacity  should  be  located 
primarily  in  the  eastern  half  of  the  state,  with  some 
additional  AAC  beds  in  Region  I.  Although  Region  II  is 
responsible  for  a  high  proportion  of  the  AAC  wait-list, 
a  large  proportion  of  placements  also  comes  from  Region 
II.  This  and  other  information  described  below  suggest 
that  a  greater  benefit  may  be  had  from  diversifying  the 
programs  in  the  central  part  of  the  state  to  serve  a 
wider  range  of  problems,  than  in  expanding  its  current 
AAC  capacity.  If  AAC  beds  are  more  available  in  other 
parts  of  the  state,  more  of  the  Region  II  beds  will  be 
available  for  Region  II' s  use.  (See  Recommendation  18.) 

Recommendation  18.  As  can  be  seen  in  Table  2  and  the 
graph  in  Appendix  C,  about  4  0%  of  the  youth  leaving  the 
90-day  assessment  programs  are  in  need  of  community 
residential  programs,  but  are  not  being  placed  in  them. 
In  addition,  of  the  records  examined  in  this  study,  not 
one  recommendation  for  a  long-term,  staff-secure 
program  was  implemented  immediately  upon  the  youth 
leaving  the  AAC.  It  is  estimated  that  at  the  current 
AAC  capacity,  there  is  a  need  for  50  additional 
residential  beds  for  continued  placement;  with  the 
recommended  expansion  of  AAC  beds,  there  will  be  an  ad- 
ditional need  of  20  residential  beds,  bringing  the  to- 
tal to  70.  To  meet  the  needs  for  long-term,  staff- 
secure  treatment,  about  one-third  or  2  0-2  5  of  the 
seventy  would  need  to  fall  into  this  category.  Again, 
these  additional  residential  beds  would  be  best  util- 
ized if  geographically  dispersed. 

It  is  also  recommended  that  the  expansion  of 
residential  services,  if  implemented,  focus  on  programs 
that  can  meet  the  severe  educational,  behavioral 
(especially  related  to  substance  abuse,  self-  and 
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other-directed  violence,  and  sexual  abuse  and  offense) , 
and  psychological  problems  of  these  youth.  For  older 
adolescents,  independent  living  skills  training  is  es- 
sential. Program  specialization  and  geographic  spread 
needs  are  clearly  conflictual  and  some  compromises  will 
need  to  be  made  to  meet  both. 

Recommendation  19.  The  needs  of  the  AAC  population  are 
not  confined  to  residential  services.  Nor  can  they  be 
isolated  from  the  more  general  needs  for  adolescent 
programs,  residential  and  non-residential.  The  expan- 
sion of  residential  beds  described  above,  coupled  with 
an  expansion  of  AAC  beds,  would  relieve  a  large  part  of 
the  regional  need  for  staff-secure  (assessment  and 
long-term)  and  other  community  residential  beds.  What 
it  would  not  deal  with,  however,  are  adolescents  (and 
18-22  year  olds)  in  need  of  what  is  clearly  care  for 
psychiatric,  mental  retardation,  and  multiple  diagnosis 
problems.  These  bed  needs  are  particularly  severe  in 
Regions  II,  III,  and  VI.  The  Departments  of  Mental 
Health  and  Mental  Retardation  clearly  need  to  be  part 
of  the  solution  to  these  problems. 

Additional  regional  needs  are  for  residential 
services  for  younger  adolescents,  especially  girls, 
substance  abusers,  and  older  adolescents,  who  need  more 
highly  structured  independent  living  services  that  are 
not  now  available  (30  -  50  beds  total) . 

An  additional,  expressed  regional  need  is  for 
shelters  with  better  ancillary  services.  A  need  docu- 
mented by  the  study  of  the  AAC's  is  for  short-term 
(three  days  to  a  maximum  of  six  weeks)  secure  beds, 
where  a  youth  can  be  held  and  his/her  behavior  stabi- 
lized to  the  point  where  s/he  can  then  enter  a  residen- 
tial or  other  program.  The  emergency  shelters  could  be 
the  sites  of  choice  for  such  beds;  an  alternative  is 
one  or  two  short-stay  beds  at  the  AAC's,  if  they  are 
available  across  the  state.  (Hayden  has  one  bed  of  this 
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type  now.)  If  flexibility  (viz.,  services  can  be  used 
as  needed)  is  built  in  to  such  a  program  at  the  shel- 
ters, a  maximum  capacity  of  3  to  5  beds  per  region 
could  suffice. 

Recommendation  20.  Other  (non-residential)  needs  deriv- 
ing from  the  study  of  the  AAC's  are  as  follows: 

•  highly  specialized  foster  home  networks  with 
service  supports  (educational,  psychological, 
vocational,  etc.);  a  bed  capacity  of  3-5  per 
region  is  needed  for  placements  from  the  AAC 
population; 

•  similar  types  of  service  supports,  including 
life  skills  training  focused  on  independent 
living,  for  those  AAC  youth  who  return  home  either 
immediately  following  the  90-day  assessment  or 
within  six  months  (about  120  youth  per  year) ; 

•  a  means  of  providing  a  flow  of  environments  and 
services,  from  most  restrictive  and  intensive  to 
least,  as  a  youth  is  ready  to  move  on,  but  not  out 
of  the  service  system  altogether. 

Summary  of  'bed*  and  'slot'  need  estimates: 

90-day  assessment: 55  beds 

Staff -secure  residential 2  5   " 

Other  residential  [45  (R18)  +50  (R19)  ] 95   " 

Emergency  Stabilization 30   " 

Special  foster  homes/ intensive  support 25   " 

TOTAL 230  beds 

Home-based,  intensive  support 60  slots 
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APPENDIX  A 


EVALUATION  TEAM 


Central  Office: 

James  Bell,  Assistant  Commissioner  of  Professional  Services 
Maureen  Fallon,  Office  of  Special  Projects 

Julia  Herskowitz,  Director  of  Research,  Evaluation  and  Plan- 
ning 

Anita  Quinlan-Rowley,  Research,  Evaluation  and  Planning  Unit 
Frances  I.  Wheat,  Research,  Evaluation  and  Planning  Unit 


Regional  Offices; 

Diane  Anderson,  Region  III 
Walt  Hazzard,  Region  V 
Richard  Miller,  Region  II 
Jeff  Seifert,  Region  VI 
Steven  Williams,  Region  I 


Programming  Assistance: 

Magueye  Seek,  Research,  Evaluation  and  Planning  Unit 
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APPENDIX  B 


INTERVIEWS 


Administrative  Director  Interview 

Hayden  School  Joseph  Schechtman 

The  Bridge  of  Central  Massachusetts     Barbara  Brown 
Key  Program  William  Lyttle 

Prospect  House  Elizabeth  Price 

YOU,  Inc.  Maurice  Boisvert 

Program  (Clinical)  Director  Interview 

Hayden  School  Laura  Solomon 

The  Bridge  of  Central  Massachusetts     Nassrin  Farhoody 
Key  Program  William  Heaphy 

Prospect  House  Richard  Salmon 

YOU,  Inc.  Paul  Kelleher 

Program  Staff  Interview 

Seven  staff  and  supervisory  staff  from  the  five  programs 

DSS  Social  Worker  Interview 

Six  social  workers  in  area  offices  of  Regions  I,  II,  V, 
and  VI. 

Resident  Interview 

One  resident  in  each  program. 

Copies  of  Interview  Schedules  may  be  obtained  from: 
Research,  Evaluation,  and  Planning  Unit 
Department  of  Social  Services 
150  Causeway  Street 
Boston,  MA  02114. 
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APPENDIX  C 

ADOLESCENT  ASSESSMENT  CENTERS 
ANALYSIS  OF  CASE  RECORD  REVIEWS 


Thirty-four  case  records  were  reviewed  at  the  adolescent 
assessment  centers  -  five  each  at  Bridge,  Hayden  and  Prospect 
House;  nine  at  You,  Inc;  and  ten  at  KEY.  Smaller  numbers  of 
records  were  pulled  for  centers  who  had  had  a  previous  evalua- 
tion. A  summary  of  the  review  follows.  Because  it  is  not  always 
possible  to  distinguish  lack  of  documentation  from  non- 
occurrence, these  two  categories  are  frequently  treated  as  one. 
(Please  note  that  percentages,  when  used,  reflect  small  case  num- 
bers. ) 

DEMOGRAPHICS 

Age.  Sex,  and  Ethnicity.  Both  the  median  and  mean  ages  of  the 
youth  were  fifteen  and  one-half.  The  range  was  fourteen  to  seven- 
teen years.  Two-thirds  were  females  (n=22) ,  and  one-third  (n=12) 
were  males.  Three-quarters  of  the  youth  were  white  (n=2  6) . 

Education.  Forty-seven  percent  of  the  youth  had  attained  grades 
seven  and  eight  (n=16) ;  fifteen  percent  (n=5) ,  grade  six;  and 
fifteen  percent  (n=5) ,  grade  nine.  One  child  was  in  grade  five, 
one  in  ten,  one  in  the  eleventh  grade,  and  five  lacked  documenta- 
tion. 

Legal  Status.  For  thirty  youth  (90%),  custody  was  held  by  DSS, 
and  fifty-six  percent  of  the  youth  were  court-ordered  to  the  cen- 
ters (n=19) . 

Placement  History.  The  frequency  of  placements  prior  to  admission 
was  high.  Out  of  twenty-nine  youth  (85%  of  the  sample) ,  eight 
youth  had   seven  to  eleven  multiple  placements;  six  youth  had 
five  to  six;  another  six  had  three  to  four  placements;  and  nine 
had  one  or  two  prior  placements.   Data  were  not  available  on  nine 
youths  (15%  of  the  sample) . 

Only  three  children  (8%)  had  been  admitted  previously  to 
this  or  a  different  diagnostic  program. 

BEHAVIORAL.  PHYSICAL  AND  EMOTIONAL  CHARACTERISTICS 

Behavioral.  The  most  frequently  recorded  behaviors  of  these  youth 
were  (in  order  of  frequency) :  running  away;  truancy;  acting  out; 
aggressive  and  hostile;  sexually  active  and  provocative;  school 
adjustment  problems;  poor  social  skills;  drug  abuse;  alcohol 
abuse;  and  self-abuse.  (See  Table  1.) 


Ninety  percent  of  the  residents  identified  as  sexually  ac- 
tive and  provocative  were  females.  Only  one  male  was  identified 
as  sexually  active  and  provocative.  This  disparity  suggests  a 
cultural  bias  on  the  part  of  diagnosticians,  more  than  an  actual 
behavioral  difference  related  to  gender. 

Much  less  frequently  observed  behaviors  were  stealing, 
fire-setting,  and  severe  behavior  disorders. 

Physical  Health.  Data  on  the  physical  well-being  of  the  residents 
indicate  that  the  youth  are  healthy.  Vision  impairment  was  indi- 
cated four  times;  seizure  disorder  twice;  and  motion  impairment, 
communicable  disease,  and  encopresis-eneuresis  were  each  indi- 
cated once. 

Emotional.  Frequently  observed  emotional  and  psychological  traits 
were  (in  descending  order  of  frequency) :  low  self-esteem  (50%) ; 
history  of  neglect  (38%)  ;  anxiety  (32%) ;  history  of  abuse  (29%) ; 
depression  (29%) ;  and  history  of  sexual  abuse  (27%) . 

Much  less  frequently  recorded  emotional  characteristics  in- 
cluded general  emotional  disorder,  suicidal,  hyperactivity, 
psychosis,  and  apathy/withdrawal. 

Identified  cognitive  problems  were  rare.   Only  five  adoles- 
cents were  listed  as  having  learning  disorders. 

CASE  FLOW  PROCESS 

Intake.  Behavioral  problems  were  identified  for  the  youth  in 
nearly  all  the  case  records.  Immediate  treatment  goals  (at 
intake)  were  documented  in  82%  of  the  cases  reviewed. 

Intake  interviews  with  the  residents  were  contained  in 
eighty-five  percent  of  the  records.  Program  rules  were  explained 
to  the  youths  80%  of  the  time. 

Staff  Assignment.  A  principle  staff-person  was  assigned  to  the 
residents  85%  of  the  time,  and  not  assigned  or  not  documented  in 
the  record  15%  of  the  time.   In  addition,  two-thirds  (65%)  of  the 
residents  had  one,  consistent  staff-person  assigned  to  them 
during  their  stay. 

Case  Conferences:  Treatment  and  Service  Plans.  Case  conferences 
were  documented  in  three-quarters  (73%)  of  the  records.  In  the 
remaining  records,  case  conferences  were  not  held  or  not  docu- 
mented (27%) . 

DSS  social  workers  attended  fifty-three  percent  of  the  con- 
ferences overall.  Social  worker  participation  at  the  case  con- 
ferences did  not  occur  or  was  not  documented  for  47%. 

The  residents  participated  in  one-third  (32%)  of  the  case 
conferences.  Their  participation  in  the  conferences  did  not  occur 
or  was  not  documented  for  68%.  Documentation  of  youths'  par- 
ticipation was  almost  entirely  limited  to  one  program. 


The  family  was  present  at  the  conferences  only  twelve  per- 
cent of  the  time.  Their  participation  did  not  occur  or  was  not 
documented  eighty-eight  percent  of  the  time. 

Timelines  for  the  completion  of  the  residents'  diagnostic 
assessments  were  discussed  at  the  case  conferences  in  sixty-two 
percent  of  the  records,  and  not  discussed  or  not  documented  in 
the  rest. 

Treatment  plans  were  present  in  91%  of  the  records.   All 
were  goal-directed. 

Seventy-one  percent  of  the  records  did  not  contain  DSS  serv- 
ice plans  (n=24) . 

Assessments.  Psychological,  educational,  medical,  and  behavioral 
assessments  were  highly  visible  in  the  case  records  (91%,  79%, 
88%,  and  73%) .  Family  assessments,  however,  were  documented  less 
frequently  (53%) . 

Treatment  recommendations  were  included  in  the 
psychological  assessments  eighty  percent  of  the  time;  in  the 
educational  assessments,  74%  of  the  time;  in  the  behavioral,  65% 
of  the  time;  in  the  medical  assessments,  62%  of  the  time;  and  in 
the  family  assessments,  47%. 

Services  Provided.  Most  of  the  youth  received  educational  serv- 
ices (85%) ,  medical  services  (97%) ,  dental  services  (74%) ,  coun- 
seling (91%) ,  and  recreational  services  (74%) . 

Seventy-one  percent  received  life-skills  training.  Fifty-six 
percent  received  sex  education  and  family  planning  services. 
Fifty-six  percent  received  substance  abuse  services. 

Discharge  And  Follow-up.  Discharge  summaries  were  present  in 
fifty-three  percent  of  the  case  records,  and  not  documented  or 
not  written  in  forty-seven  percent. 

The  discharge  planning  conferences  were  documented  in 
forty-seven  percent  of  the  records,  and  did  not  occur  or  were  not 
documented  in  fifty-three  percent  of  the  records. 

Fifty  percent  of  the  case  records  indicated  that  the  dis- 
charge summaries  were  discussed  at  the  conferences,  and  the  other 
half  were  not  discussed  or  not  documented. 

A  large  percentage  (79%)  of  the  discharges  were  planned,  as 
opposed  to  unplanned.  Only  nine  percent  of  the  residents  were 
documented  as  being  on  waiting  lists  for  aftercare  placements. 
[Please  note  that  there  was  no  relevant  information  for  50%.] 

Over  half  (53%)  of  the  youth  were  discharged  within  90  days. 
Twenty-one  percent  of  the  residents  were  not  discharged  in  a 
timely  manner  and  the  discharge  date  was  not  documented  at  all 
for  26%. 

Eighty-two  percent  (n=28)  of  the  centers'  case  records  con- 
tained aftercare  placement  recommendations  from  the  assessment 
centers.  (See  Table  2  for  details) . 

Of  the  twenty-eight  recommendations  made  and  documented  by 
the  assessment  centers,  19  were  matched  to  the  youths'  aftercare 
placements  (seven  were  matches  on  foster  care,  twelve  on 


community  residences  and  one  was  a  match  on  home) .  Nine  recommen- 
dations did  not  match  the  actual  placement  and  six  were  undocu- 
mented. 

Thirty-eight  percent  of  the  adolescents  lived  in  foster 
homes  before  admission  to  the  assessment  centers  and  41  %  were 
not  in  placement  at  all.  Upon  leaving  the  centers,  one-third 
(35%)  of  the  adolescents  were  placed  in  foster  homes,  and  another 
third  (32%)  in  community  residences.  As  of  November,  1987,  over 
one-third  of  the  adolescents  were  still  in  community  residences; 
fewer  were  in  foster  homes  (21%) ;  and  more  were  at  home  (29%) . 
(See  Table  2.) 

Follow-ups  by  assessment  center  staff  after  the  youth's  dis- 
charge were  made  only  by  two  centers  and  took  the  forms  of  let- 
ters and  telephone  calls. 

OTHER  OBSERVATIONS 

Notification  to  DSS.  In  a  large  majority  of  cases,  there  was  no 
documentation  that  DSS  received  copies  of  the  case  conference 
reports  (85%) ;   discharge  summaries  (85%) ;  and  treatment  plans 
and  recommendations  (74%) . 

Security  of  Centers.  Forty-one  percent  of  the  residents 
definitely  did  not  run  during  their  stay  at  the  centers;  three 
youths  ran  once;  and  one  ran  twice.  (Forty-seven  percent  of  the 
records  had  no  documentation  of  run  behavior.) 

Twenty-four  percent  of  the  youth  were  physically  restrained 
at  least  one  or  more  times  by  assessment  center  staff.  Sixty-two 
percent  were  not.  Documentation  in  fourteen  percent  of  the 
records  was  absent. 


GENERAL  RECOMMENDATIONS 

•  Improve  documentation  in  the  case  records.  (See  Table  3.)  DSS 
service  plans  were  not  present  in  70%  of  the  assessment  center 
records.  All  centers  require  improved  documentation  in  this  area 

Visits  of  DSS  social  workers  to  these  centers  for  case  con- 
ferences should  be  increased  and  documented  better. 

Family  participation  in  the  case  conferences  should  be  in- 
creased and  documented.  Family  assessments  should  be  completed 
and  documented  in  the  case  records  for  four  of  the  five  centers. 
Treatment  recommendations  should  be  contained  in  every  family 
assessment. 

Documentation  of  run  attempts  by  residents  and  their  out- 
comes is  needed  on  a  more  consistent  basis. 

Case  records  require  a  discharge  summary  when  applicable. 
Discharge  planning  conferences  should  be  held  and  documented  in 
every  case.  Discharge  summaries  should  be  discussed  at  the  dis- 
charge planning  conferences,  and  documented  in  the  case  records. 
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An  increase  in  and  documentation  of  follow-up  visits  is 
necessary  for  residents  who  are  discharged  from  the  assessment 
centers. 

•  Improve  the  organization  of  the  case  records.  Data  were  dif- 
ficult to  retrieve  due  to  lack  of  systematic  filing.  Case  records 
need  organizing  into  appropriate  sections:  intake,  case  con- 
ferences, assessment,  etc.,  and  indexing. 

•  Encourage  the  use  of  standard  forms  that  will  contain  basic  in- 
formation on  each  resident  in  their  case  records.  Information 
sought  on  the  residents  was  not  always  found  in  the  case  records, 
but  was  sometimes  available  only  in  logs  or  notebooks  separate 
from  the  case  records.  Use  of  incident  logs  should  be  not  be  dis- 
couraged, but  each  client  needs  to  have  his/her  incident  history 
in  the  case  file. 

Develop  and  encourage  the  use  of  a  face  sheet  to  contain: 
youth's  birth  date,  custody  status,  pre-placement  history,  sex, 
admission  date,  medicaid  number,  list  of  approved  visitors,  name 
of  DSS  social  worker,  and  name  of  principle  assessment  center  so- 
cial worker. 

Discharge  summary  forms  should  contain  the  following:  date 
and  reason  of  discharge,  placement  recommendation,  actual  after- 
care location  of  resident  and  reasons  why  it  may  differ  from  the 
recommendation,  and  date  and  method  of  follow-up  to  the  resi- 
dents, with  comments. 

DSS  notification  form  should  contain  or  attach:  case  con- 
ference information,  discharge  summaries,  and  treatment  plans  and 
recommendations . 

Copies  of  correspondence  should  be  added  to  case  records, 
where  absent.  It  is  frequently  impossible  to  tell  who,  if  anyone, 
was  notified  about  conferences,  plans,  or  critical  incidents. 


TABLE  1 


BEHAVIORAL  AND  EMOTIONAL  CHARACTERISTICS  OF 
ADOLESCENTS  IN  ASSESSMENT  CENTERS 


CHARACTERISTICS 


PERCENTAGES  OF  ADOLESCENTS 


RUNNING  AWAY 


TRUANCY 


ACTING  OUT-AGRESSIVE 


POOR  SOCIAL  SKILLS 


SEXUALLY  ACTIVE  AND  PROVOCATIVE 


SELF  ABUSIVE 


DRUG  ABUSE 


ALCOHOL  ABUSE 


65 
62 
56 
44 
50 
29 
38 
35 


TABLE  2:  ADOLESCENTS'  LOCATIONS  BEFORE  AND  AFTER  PLACEMENT  IN  CENTS 


LOCATIONS 

PRIOR  LOCATION 
NO.     Z 

RECOMMENDED  PLACEMENT 
NO.      Z 

AFTER  CA! 
NO. 

>E  LOCATION 
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CURRENT  LOCATION 
NO.      Z 
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14 

41 

1 

3 

6 

18 

10 

29 

FOSTER  CARE 

13 

38 

7 

21 

12 

35 

07 

21 

COHHUNITY  RESIDE 

3 

9 

19 

56 

11 

32 

12 

35 

INST.  HOSPITAL 

0 

9 

1 

3 

2 

6 

1 

3 

ON  RUN 

2 

6 

0 

0 

i 

6 

3 

9 

NO  RECORD 

0 

0 

6 

18 

1 

3 

1 

3 

EMERGENCY  SHELTER 

0 

6 

0 

0 

0 

0 

0 

0 

c  c 

0>  Oi 

£  £ 

£  & 

0  0 

0  ft 

01  p* 


it 


c 

01 
£ 
0i 
0 

It 


4* 

c 

0i 


c 

0i 
£ 
0> 
0 

It 


0     *"■ 

C    Oh 


3   n 


CO 


14 


CO 

14 


14 


14 

CO 
CO 


c_> 


(4 


14 


14 


CO 
CO 


CJ 


14 


(A 

H 
Z 

w 
u 

(A 

w 

o 

ft  I.I! 

*   o 

o 

X 

w 
n 


pjooaa  ou/una  uo 


1^4  IdSOl{ 


X  ,ptsea     fi  ,mmoo 


- 
(J 

c 

J 


eaeo    aa;soj 


6,aii     )dapui/awoi{ 


■     I     ■ 


J I I I L. 


J I I I L_ 


w 


in 


8 


TABLE  3:  PERCENT  OF  TREATMENT  AND  DISCHARGE  DOCUMENTATION 


PERCENT   OCCURRED 
AND/OR  DOCUMENTED 


DSS  SERVICE  PLAN  30 

DSS  PARTICIPATION  AT  CASE  CONFERENCES  53 

FAMILY  PARTICIPATION  AT  CASE  CONFERENCES  12 

FAMILY  ASSESSMENT  53 

TREATMENT  RECOMMENDATION  IN  FAMILY  ASSESSMENTS  47 

DISCHARGE  SUMMARIES  53 

DISCHARGE  PLANNING  CONFERENCES  47 


